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Health Services for American Indians 


GEORGE ST.J. PERROTT and MARGARET D. WEST 


| gece in the United States present cer- 

tain unique problems in the field of public 
health. Indians are not the only group in this 
country with excessive rates of death and dis- 
ease, nor are they the only group in which cul- 
tural differences complicate the application of 
accepted methods of preventing and treating 
disease. Indians, however, traditionally have 
received health and medical services through 
the Federal Government. The Indian health 
program, formerly administered by the Bureau 
of Indian Affairs of the Department of the In- 
terior, was transferred to the Public Health 
Service on July 1, 1955, so that the full tech- 
nical resources of an agency devoted to im- 
proving health might be focused on Indian 
health problems. 

What are the most urgent health needs of 
Indians? What special problems arise in at- 
tempts to meet those needs? The Public 
Health Service has just published the results 
of a 16-month survey dealing with these and 
related questions. The survey was limited to 
the health problems of Indians in the conti- 
nental United States, although the Public 
Health Service has responsibility also for 
health services to Alaska natives. Two years 
ago a study of health problems among Alaska 
natives was made for the Department of the 
Interior by the University of Pittsburgh. 

Federal health services for Indians began 
more than 150 years ago in attempts by the 





Mr. Perrott is chief of the Division of Public Health 
Methods, Public Health Service, and Mrs. West is 
head of the Health Services Requirements Branch of 
that division. They were the director and associate 
director, respectively, of the survey of Indian health 
problems described in this article. 
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War Department to control smallpox among 
tribes in the vicinity of military forts. Fol- 
lowing the transfer of the Bureau of Indian 
Affairs to the Interior Department in 1849, 
services gradually were extended and im- 
proved. As early as 1926 the Public Health 
Service detailed physicians from its commis- 
sioned corps to help the Bureau of Indian Af- 
fairs in administering health aspects of the 
Indian program. 

By the 1950's such diseases as smallpox and 
trachoma had been largely eliminated on most 
of the approximately 250 reservations under 
Federal jurisdiction. Less progress had been 
made in controlling tuberculosis, diseases of 
early infancy, gastroenteric diseases, and cer- 
tain other communicable diseases, while acci- 
idents were increasing at an alarming rate. 
The Government had succeeded only partially 
in implementing its policy of having Indians 
wherever possible receive care through agencies 
and authorities serving the general population. 

What accounted for the continuing lag in In- 
dian health? Lack of adequate health services 
appeared to share at least part of the blame. 
Under the Bureau of Indian Affairs, the In- 
dian health program had never had enough 
qualified staff, well-equipped facilities, or 
funds to extend services to all Indians needing 
them. This applied particularly to preventive 
services. 

A basic problem facing the Public Health 
Service when it took over the health program 
2 years ago was lack of accurate and up-to-date 
information on Indian health needs and serv- 
ices available to meet those needs. In making 
its first appropriation to the Public Health 
Service for Indian health purposes, the House 
Committee on Appropriations provided an ad- 
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ditional $250,000 for “a careful comprehensive 
evaluation of the Indian health problem.” 


Method of Survey 

The Division of Public Health Methods of 
the Office of the Surgeon General bore pri- 
mary responsibility for organizing and carry- 
ing out the recent survey, with other units of 
the Public Health Service contributing staff 
and services. The study of economic and so- 
cial resources was carried on under the general 
direction of a staff member of the Bureau of 
Indian Affairs detailed to the Public Health 
Service fer this purpose. 

Perhaps the most noteworthy means used for 
filling gaps in available information was the 
sample study of the populations of selected In- 
dian reservations. On 9 reservations, chosen 
from 9 different States having substantial In- 
dian populations, local Indian interviewers ob- 
tained information from each household on the 
reservation on extent of illness and receipt of 
medical care during the preceding year. On 
5 of the 9 reservations, the interviews were fol- 
lowed by an intensive medical examination of 
a sample of the surveyed population. Indian 
Indian deaths from selected causes, expected 

and actual: annual average 1949-53. 


Average annual number of deaths 
0 200 400 600 
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Cause 





Accidents 





Pneumonia, 
influenza 





Tuberculosis 





Diseases 
of early 
infancy 





Diarrheal 
diseases 








Source: Data in support of this chart appear in the 
report, Health Services for American Indians, PHS 
Publication No. 531, 1957. 
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participation in both interview and clinical sur- 
veys was good, particularly in view of language 
(lifficulties, the geographically scattered nature 
of many Indian communities, and the Indians’ 
general lack of familiarity with the types 
of questions and procedures in the survey. 
Hospital and medical care services available 
through Public Health Service and contract 
facilities were studied both in the field and by 
Four special disease 
problems child 
health, mental health, and dental health—were 
singled out for special review by Public Health 


means of questionnaires, 


tuberculosis, maternal and 


Service specialists and university consultants. 
Five universities or research institutions con- 
ducted field studies of social and economic re- 
sources available for Indian health purposes. 
Altogether 39 reservations in 16 States were 
visited in connection with one or more phases 
of the survey, while a statewide socioeconomic 
study was conducted in Oklahoma. 


The Indian Population 

According to estimates of the Bureau of In- 
dian Affairs, Indians in the continental United 
States in 1955 numbered about 472,000. Of 
these about 280,000 lived on Federal Indian res- 
ervations. Although the total Indian popula- 
tion is not large relative to the total United 
States population, it is concentrated in certain 
States. Arizona’s 66,800 Indians in 1950 con- 
stituted 9 percent of that State’s inhabitants. 
Other States having a sizable proportion of In- 
dians are New Mexico, South Dakota, Nevada, 
Montana, Oklahoma, North Dakota, and 
Wyoming. 

Not all Indians in the United States live in 
areas served by the Public Health Service In- 
Of the total of 472,000, 
about 50,000 belong to tribes not under Federal 


dian health program. 


jurisdiction. Another 85,000 or so live in places 
well removed from reservations or otherwise 
without ready access to Federal Indian health 
facilities. Public Health Service facilities ac- 
tually are available to an estimated 335,000 
Indians living on or near reservations. 

For health and medical care purposes, the 
outstanding characteristics of the Indian pop- 
ulation probably are its youth, its tendency to 
Half of 


increase, and its cultural diversity. 
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Indian Health Survey 


At the request of the House Committee on Appro- 
priations, the Public Health Service has made a 
comprehensive study of the health problems of the 
American Indian. This 16-month study was made 
by the Division of Public Health Methods, with the 
assistance and cooperation of the Division of Indian 
Health of the Bureau of Medical Services and a num- 
ber of other offices of the Public Health Service. 
The Bureau of Indian Affairs also participated. 

The report of the survey, Health Services for 
American Indians, is available from the Superin- 
tendent of Documents as Public Health Service 
Publication No. 531, 1957, 344 pp., $1.75. 





the Indians in 1950 were under 20 years of 
age, compared with one-third for the general 
population, while the proportion in older age 
groups was considerably smaller than the 
United States average. The estimated Indian 
population has increased steadily since the late 
19th century, its high death rates offset by still 
higher birth rates. Culturally, Indians range 
from isolated groups speaking their own lan- 
guages and retaining many aboriginal customs, 
such as the Navajo, to groups scarcely distin- 
guishable from their non-Indian neighbors, 
such as certain groups in Oklahoma. 


Most Urgent Health Problems 

Indians today have health problems resem- 
bling in many respects those of the general pop- 
ulation of the Nation a generation ago. <Al- 
though conditions vary widely among reserva- 
tions in different parts of the country, the most 
urgent problems appear to be tuberculosis, cer- 
tain other communicable diseases for which 
control measures are fairly well established, 
and accidents, which are recognized increas- 
ingly as a public health problem (see figure). 
These causes account for most of the excess 
deaths among Indians, that is, the excess of ac- 
tual deaths over the deaths that would have oc- 
curred had each age group among the Indians 
had the average death rates for that age group 
in the United States. 
cal cases, the same causes also account for most 
of the patient-days in Indian hospitals. 


Together with obstetri- 
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Most of the health problems are especially 
acute among infants and children. In 1953, 
Indian children under 5 had a death rate more 
than double the national average. Their mor- 
tality rates for such diseases as tuberculosis, 
pneumonia and influenza, and gastroenteritis 
were proportionately much higher. Children 
under 15 in 1955 accounted for almost 40 per- 
cent of the patient-days in Indian hospitals; 
this contrasts with 12 percent for the same age 
group in all general and allied special hospitals 
in the United States. 

The clinical examinations of this survey 
found a high prevalence of visual defects, ear 
liseases, and dental caries, as well as many 
cases of diarrheal disease, tuberculosis, and 
acute respiratory disease. Prevalence of visual 
defects was particularly striking. About three- 
quarters of those examined had defective vi- 
sion, the proportion blind was very high, and 
there was ample evidence not only of old tra- 
choma but also, on one reservation, of current, 
active trachoma. 


Hazards of Reservation Environment 

There can be no doubt that environmental 
conditions on Indian reservations tend to pro- 
mote disease among Indians. Although con- 
ditions vary among reservations and within 
any single Indian 
family lives in substandard and overcrowded 


reservation, the typical 
housing. The number of families without a 
safe water supply or adequate means of waste 
disposal is very large. In many areas flies, 
rodents, and other vectors of disease are a 
serious public health problem. 

Insanitary living conditions are not the only 
hazard of reservation environment. Geograph- 
ic isolation hampers efforts to extend health 
and medical services to sparsely settled areas 
that lack adequate roads or are located many 
miles from centers of population. In few areas 
has the Indian health program been able to 
provide adequate field health services for fami- 
lies living far from existing health facilities. 

The Indian health program for many years 
has sought to improve sanitary conditions in 
Indian communities and to establish additional 
clinies or field stations in outlying districts of 
reservations. Recently developed use of Indian 
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sanitarian aides shows promise of helping to 
enlist local Indian cooperation in the elimina- 
tion of certain sanitary hazards. 


Poverty Among Indians 


Findings of the social and economic surveys 
confirmed that the great majority of Indians 
living on reservations are poor and have limited 
opportunities for improving their economic 
status. Indians with larger incomes did not 
necessarily have more healthful standards of 
living. Apparently education, experience away 
from the reservation, or acculturation acquired 


in other ways played as much of a part in de- 








Crow Indian receives hot coffee while waiting 


for his survey clinical examination. The out- 
side temperature was well below zero. 
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termining living standards as did dollar in- 
come. The clinical examinations of five selected 
reservations did suggest that medical need 
among persons in the lowest level was some- 
what higher than among persons at higher eco- 
nomic levels. 

The fact that Indians are poor means that a 
large proportion of them cannot pay for med- 
ical care without depriving themselves of ne- 
cessities of life: that is, they are “medically 
indigent.” Medical indigency is not confined 


money mcomes. 


to Indians with the lowest 
Some Indians have incomes that might be con- 
sidered adequate to pay certain types of med- 
ical costs but which actually have been spent 
for other purposes when medical needs arise. 
In the case of medical care costs, many Indians 
still regard free medical care as a service to 
which they are entitled by right, regardless of 
their economic status. 

Available 


nomic opportunities on reservations generally 


information suggests that eco- 
are becoming worse rather than better. As one 
means of reducing the imbalance between re- 
sources and population on the reservations, the 
Bureau of Indian Affairs in recent years has 
promoted voluntary relocation of Indians in 
communities away from the reservation where 
job opportunities are known to exist. 


Problem of Staffing 


Lack of adequate staff has plagued the Indian 
health program to varying degrees throughout 
its history. Supporters of the transfer of the 
program to the Public Health Service argued, 
among other things, that the health agency 
would be better able than the Bureau of Indian 
Affairs to recruit and retain competent em- 
plovees. The total number of persons em- 
ployed has increased since the transfer to the 
Pubiic Health Service, but recruitment con- 
tinues to be a problem. 

What are the chief deterrents to employment 
in the Indian health program? Professional 
and social isolation appears to discourage many 
from accepting or keeping jobs in the service. 
This emphasizes the need for planned rotation 
of assignments in isolated areas, fewer lone 
assignments, greater access to professional lit- 
erature and consultation, and more opportu- 
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Laguna Pueblo nurse tests the hearing of an 
Acoma mother at the survey clinical examina- 
tion of Acoma Pueblo Indians in New Mexico. 


nities to attend meetings with professional col- 
leagues. Another deterrent is overcrowded and 
ill-equipped staff housing. The Public Health 
Service is attempting to provide for its em- 
ployees on Indian reservations houses that are 
adequately heated, properly equipped, and big 
enough to meet normal living needs. 

Can Indians themselves be trained to provide 
health services to their own people? Estab- 
lishment in 1935 of the Kiowa (Oklahoma) 
School of Practical Nursing marked the start 
of a successful and still-expanding program to 
train Indian girls for auxiliary nursing work. 
The newer training program for Indian sani- 
tarian aides represents another attempt to give 
Indians an active role in the provision of health 
services. The Indian health survey report 
notes the value of these training programs and 


favors extending them to include courses for 


dental assistants and medical technologists. 
Training of additional Indians for such pro- 
fessions as medicine, dentistry, and nursing 
may be possible in the future as greater num- 
bers of young Indians complete the basic high 
school and college education requirements for 
these professions. 


Use of Community Resources 


Over the past half century, the Federal Goy- 
ernment increasingly has arranged for Indians 
to receive needed services through resources 
available to the general population. This shift 
from direct to community services came earliest 


in the field of public education. It has occur- 
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red more gradually in the health field as com- 
munities in the vicinity of Indian reservations 
have developed public health and medical care 
services. 

The extent to which Indians now receive 
services through community resources varies 
from area to area. On a growing number of 
reservations, the Indian health program has 
successfully arranged for hospital care in com- 
munity hospitals, medical services by com- 
munity physicians, and public health services 
under contract with local health authorities. 
Other Indian groups still are too far removed 
from outside communities to use community re- 
sources, have access only to limited community 
services, are refused care by the community, or 
will accept only Federal services. 

Perhaps the greatest obstacle to widespread 
Indian use of community resources has been the 
fact that in so many areas Indian groups still 
lack access to community services adequate to 
meet their needs. In recent years, Federal 
grants under the Hospital Survey and Con- 
struction Act have helped to establish several 
small general hospitals near Indian reserva 
tions. One of the subjects singled out in the 
survey report as requiring further study was 
the possibility of adapting or supplementing 





Crow nurse measures the height of a Crow boy 
at the survey clinical examination on the 
reservation in Montana. 
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existing Federal construction grant and loan 
programs to take special account of the health 
needs of communities having a large ratio of 
Indian population. In general, the Federal 
Government may be able to play an increased 
role in helping communities in the vicinity of 
Indian reservations to raise the level of their 
health and medical services. 

An important distinction exists between use 
by Indians of community resources with the 
Federal Indian health program continuing to 
pay all or part of the costs of care, and such 
use with the costs paid by the Indians them- 
selves or by some other non-Federal resource. 
An Indian may be willing to go to a contract 
hospital rather than to an Indian hospital, so 
long as the Government continues to pay the 
costs, but may object to receiving such care at 
his own expense. State or local health or wel- 
fare agencies may consent to furnishing pre- 
ventive health or’ public medical services to 
Indians under contract with the Federal Gov- 
ernment, but may be reluctant to provide such 
services out of State or local funds. 


Fecleral and State Responsibilities 

Precise distribution of responsibility for 
services to Indians between Federal and State 
or local governments has been a recurring prob- 
lem in the Indian health program. The Fed- 
eral Government for many years has provided 
health care to Indians in certain parts of the 


country. Indians as citizens of their respective 
jurisdictions also are entitled to receive avail- 
able State and local Indian 
health survey shows that the actual distribution 
of functions between the Public Health Service 
and State or local health and welfare authori- 
ties varies greatly from State to State. 


services. The 


Present Federal regulations on beneficiaries 
of Indian health services permit considerable 
local exercise of discretion in the determination 
of recipients of care. Such discretion is essen- 
tial if the Public Health Service is to take ac- 
count of variations in local circumstances such 
as size of local disease problem, prevalence of 
medical indigency, availability of alternative 
health services, degree of Indian acculturation, 
and other factors affecting the need for Fed- 
eral care. 

The survey identifies some of the questions 
that have arisen as the Public Health Service 
has attempted to form a workable concept of 
the scope of its responsibility for Indian health. 
Among these is that relating to the Federal 
responsibility for Indians who are eligible also 
for State and local services, particularly those 
financed in part by Federal grants-in-aid. 

The Public Health Service in seeking to 
draw a clearer line between its obligations and 
those of the States and localities considers 
the policies pursued by the Bureau of Indian 
Affairs in the administration of other programs 


for Indians. 


Research Training Program 


Additional research training opportunity is available to outstand- 


ing students in 82 schools of medicine, dentistry, and osteopathy. 


The program is an extension of the research fellowship program 

administered by the PHS National Institutes of Health. 
Established to increase the number of medical, dental, biological, 

and mental health researchers, the program will provide training to 


140 undergraduate students during the first year. 


Outstanding stu- 


dlents who have completed at least one academic year have been nom- 


inated by their deans. 


Kach student will drop his regular courses 


during the research training, which starts in September 1957. Par- 


ticipants will receive tuition plus a stipend of not over $3,200 per 
year to be set by the school and an allowance of $350 per year for 


each dependent. 
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oncepts aul Neds 
mental! health 


This issue of Public Health Reports carries its 
first special section on mental health. This is not 
because the relative importance of the subject has 
changed radically in recent months. But there have 
been significant shifts in attitudes and concepts in 
recent years which have excited interest among pub- 
lic health workers. Fresh optimism, inspired in 
part by biochemical studies and in part by social and 
legislative gains, has been accompanied by realistic 
appraisals of the stony path still to be traveled. The 
tenor of imaginative appeals and panaceas for 
mental health is balanced by a baritone insistence 
upon disciplined observation and experiment. This 
baritone obbligato is pronounced in the following 
pages in a symposium on the epidemiology of mental 
disorder, in reports of committees summoned for the 
first conference organized by the Psychopharma- 
cology Service Center of the Public Health Service. 
and in comments in the symposium on ataractics. A 
tone of economic and legislative realism for mental! 
health prevails also in the paper by Spector. 

The past century has witnessed the contributions 
of Kraepelin, the great nosologist of mental dis- 
order; Freud, whose imaginative concepts helped 
psychiatrists to think in fresh categories; and Dix, 
who did so much to create a humane attitude toward 
mental patients of any category. The next century 
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may see celebrated the names of those who gain ac- 
ceptance of criteria for public mental health, who 
succeed in identifying and describing molecular 
causes of mental illness, who develop reliable 
methods of diagnosis, prognosis, and therapy for the 
individual mental patient, and who pioneer social 
and environmental methods to improve the mental 
health of all. 

For the present, it is evident in the remarks of 
Dr. Sanford and others at the National Health Forum 
that society is still struggling with the definition and 
concept of mental health, individual or public, struc- 
tural or functional, psychic or somatic. At the same 
time, the disturbed, the depressed, the euphoric, and 
the suicidal patients are scarcely an academic mat- 
ter in the hospital, clinic, office, factory, or home. 
They are looked upon today more with sympathy 
than with fear, awe, derision, or contempt. They 
are less subject to humiliation, restraint, assault, or 
neglect than in the past. They are instead the po- 
tential beneficiaries of a genuine desire by profes- 
sional workers to relieve and heal mental distress. 
Unfortunately, the facts and facilities available are 
still far short of the need, as indicated in this section 
by Lemkau, Bloch, Windle, and others. 

Rosert H. Fewix, M.)., director. 
Vational Institute of Mental Health. 
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Epidemio ogy 





mental health 


of Mental Disorder 


In commemoration of the centennial of the birth of Emil Kraepelin, a 2-day sympo- 
sium on mental disorder was held at the 1956 meeting of the American Association 


for the Advancement of Science in New York City. 


Briefed on these pages are 1] 


of the papers presented at the session, which was sponsored jointly by the American 


Psychiatric Association and the American Public Health Association. 


Proceedings 


of the session are scheduled for publication by the American Association for the 


Advancement of Science. 


The Life and Work 
Of Emil Kraepelin 


‘ 


brief 
ments of Emil Kraepelin. In the 


words of Professor Yushi Uchimura, “Kraepe- 


The work of more than one genera- 
tion of psychiatrists would not have 





been possible without the achieve- 


lin was eminent in introducing many-sided 
scientific methods of investigation and of found- 
ing exact ways of observing psychic anomaly. 
Most important, he was the teacher of promi- 
nent researchers.” 





Based on the Emil Kraepelin Memorial Lecture de- 
livered by Eugen Kahn, M.D., professor of psychia- 
try, Baylor University College of Medicine, Houston, 
Tex., and a pupil of Kraepelin’s. 
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Kraepelin, born in 1856 in Neustrelitz, Ger- 
many, was indeed a great teacher, in the class- 
room, in the clinic, and in the laboratory. But 
it is through his classification of mental dis- 
orders, given to the world in successive editions 
of his textbook on psychiatry, that he has left 
his greatest mark on succeeding generations. 
At least since the sixth edition, published in 
1899, this monumental work has been the sturdy 
backbone of psychiatric clinical classifications. 

Throughout his life, Kraepelin devoted him- 
self to the task of providing a solid nosological 
foundation for clinical psychiatry. Drawing 
on his own observations and those of his associ- 
ates in psychiatry and related sciences, he 
accumulated a vast body of material and con- 
stantly arranged and rearranged it to form 
what he believed to be natural history groupings 
of mental diseases. At the time of his death in 
1926, he was preparing the ninth edition of his 
textbook. 
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All the while Kraepelin recognized the limi- 
tations which clinical work will always have, 
and he considered clinical classifications as an 
intermediate aim in the search for the disease 
processes. But, as he observed, “until we get a 
better hold of the disease processes we must get 
along with clinical groupings which are more 
than the mere comprehension of symptoms into 
syndromes but less than the recognition of dis- 
ease processes.” 

Evaluating Kraepelin’s accomplishments, 
Mayer-Gross has said: “Kraepelin’s approach 
was nosological, . . . It is on the basis of his 
work that we are now able to classify mental 
disorders into three main classes, the organic 
psychoses, the endogenous psychoses without 
known structural pathology, and the deviations 
of personality and reactive states. Kraepelin’s 
ideas proved practical and fertile, although 
they required and received considerable subse- 
quent modification. Kraepelin himself recog- 
nized this and was always ready to change his 
theoretical point of view. The nosological con- 
ception which he took from medicine has 
proved too valuable to be entirely discarded, 
even by the most fanatically ‘psychodynamic’ 
schools.” 

Kraepelin worked on all three categories of 
mental disorders. But it was in the second 
category, the endogenous psychoses, that he 
made his greatest contributions. The groups 
of the manic-depressive psychoses and of the 
endogenous dementias became and remained 
clinically valid. Today, 30 years after Krae- 
pelin’s death, there is no doubt regarding the 
clinical validity of this part of his work. 

Kraepelin’s choice of a career came early in 
his life. By the time he was 15, he had decided 
he would be a physician, preferably a professor 
of medicine. At the age of 20, after he had 
passed the examination in the preclinical dis- 
ciplines, he came in contact with psychology 
through a summer course under Wilhelm 
Wundt. He turned his attention to this field, 
with a view toward teaching and investigation 
in psychiatry. 

After receiving the degree of doctor of medi- 
cine in 1878, he served for a time as assistant to 
Bernhard von Gudden. In 1882 he went to the 
University of Leipzig to work in Wundt’s labo- 
‘atory, and the next year the first edition of 
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his textbook on psychiatry, under the title 
“Compendium of Psychiatry: For the Use of 
Students and Physicians,” was published. This 
edition was not a classification as were later 
editions, but in it is evidence that the young 
psychiatrist was already nosologically minded, 
“The definition and circumscription of separate 
forms of disease is the next task of a special 
pathology of mental disorders,” he says in the 
introduction. 

His work as professor of psychiatry began in 
Dorpat in 1886, when he was only 30 years old. 
Here, he wrote the second and third editions of 
his famous book, which, though built essentially 
on symptom complexes, show some groping 
toward a clinical classification in the sense of a 
nosology. In these editions, for example, one 
may see nuclei of a part of the disturbances 
later subsumed under dementia praecox. 

As a professor in Heidelberg from 1891 until 
1906, Kraepelin spent the happiest time of his 
life. Despite his obligations as teacher, mem- 
ber of the faculty, and manager of a clinic, he 
had time to pursue his special interests in as- 
sociation with such men as Aschaffenburg, 
Nissl, Alzheimer, and Gaupp. When a call 
came from Munich to take charge of the new 
clinic, he accepted “with the feeling of sacri- 
ficing my own happiness to science,” he said. 

The year 1917 saw the establishment of the 
German Institute for Psychiatric Research in 
Munich, the fulfillment of a plan Kraepelin had 
conceived many years before. Speaking at the 
annual meeting of the German Association for 
Psychiatry in 1913, he described preparatory 
work for the foundation of such an institute. 
It “shall not serve clinical research, but the 
study of the essence and origination of the 
mental diseases.” He planned a “clinical- 
experimental department with a small ward 
and serologic, chemical, and psychological labo- 
ratories, and an anatomic-histological depart 
ment, and a demographic-statistical depart- 
ment for the study of degeneration.” Origi- 
nally housed in Kraepelin’s clinic, the research 
staff moved to its own quarters in 1928, 

Kraepelin’s later years were as full as ever. 
He continued to teach—he did not resign his 
professorship until 1922, although he was ab- 
sorbed in the work of his institute—to study, 
and to write. Many of his papers concerned 
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alcoholism and its relation to mental disorders, 
an interest he had long held, and he kept up a 
running battle with the “alcohol trade,” which 
was particularly vociferous in Munich. 

In 1925 he made a trip to the United States 
to collect material for comparative psychiatry, 
and the next year he was preparing for a re- 
search journey to India when he became fataily 
ill. Death came on October 7, 1926, but an era 
in the study and practice of psychiatry that he 
helped establish has not yet ended. 


Mental Disease Prevalence 
In an Urban Population 


\ In a survey in Baltimore, Md., ap- 


brief . institutionalized 

vA found to exhibit obvious mental ill- 
ness. All types of mental disorders were more 
prevalent among the white population than 
among the nonwhite. At the same time, the 
psychoneuroses and, to some extent, the psy- 


proximately 10 percent of the non- 
population were 





choses tended to be more common among low 
income groups. 

The survey was part of a comprehensive in- 
vestigation of chronic disease and resulting 
disability conducted by the Commission on 
Chronic IIness. The first step in this investi- 
gation was a household canvass of about 12,000 
persons. The second step, which provided es- 
timates of the prevalence of mental disease, 
consisted of clinical examinations of 809 indi- 
viduals, who represented 62.6 percent of a se- 
lected subsample. The subsample was so de- 
signed that the data could be adjusted by the 
use of weights and the findings applied to the 





Based on a paper by Benjamin Pasamanick, M.D.. 
professor of psychiatry, Ohio State University Col- 
lege of Medicine, Columbus; Dean W. Roberts. 
M.D., executive director, National Society for 
Crippled Children and Adults, Chicago; Paul V. 
Lemkau, M.D., director, New York City Community 
Mental Health Board; and Dean E. Krueger, Colum- 
bia University School of Public Health, New York 
City. 
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original 12,000 participants. With the data 
appropriately weighted, distribution of the 
subsample by race, age, and sex was almost 
identical to that of the original sample. Race, 
age, and sex distribution of the original sam- 
ple was similar to that of the total population 
of the city. 

Physicians specializing in internal medicine 
or pediatrics who were associated with Johns 
Hopkins University performed the clinical 
examinations, in consultation with specialists 
if necessary, and recorded their findings con- 
cerning chronic conditions. A psychiatrist 
then reviewed all records containing any mate- 
rial that might possibly pertain to mental illness 
(about one-fourth of the subsample) and made 
the final diagnoses of mental disease. 

This preliminary report concerns only the 
findings on psychoses, psychoneuroses, and 
psychophysiological autonomic and visceral dis- 
orders. A fourth “other mental 
psychoneurotic and personality disorders,” is 


category, 


not included because the diagnoses are not con- 
sidered very reliable. 


Sex, Age, and Severity 


Basic to the findings on prevalence of mental 
(lisease by race and economic status, which is of 
primary interest in this report, are the follow- 
ing previously reported findings : 

The psychoses were twice as frequent among 
men as among women, although the difference 
is probably not significant since the number of 
cases was small. The psychoneuroses and the 
psychophysiological disorders, however, were 
more common among women. For the former, 
the adjusted rates per 1,000 persons eXamined 
were 68.0 for women and 35.6 for men. For 
the latter, they were 52.4 for women and 18.9 for 
men. 

The psychoses rose precipitously with increas- 
ing age, from 0 in children under age 15 to 
27.8 cases per 1,000 persons for those over 65. 
The psychoneuroses were almost uniformly dis- 
tributed among the age groups over 15. There 
were no psychophysiological disorders in chil- 
dren under 15 or in persons over 65, but the 
rate for the group aged 15-34 (78.7) was twice 
as high as the rate for the group aged 34-64 
(38.6). 
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Table 1. Racial distribution of mental disorders 


Rate per 1,000 per- 
sons examined, based 


Actual on weighted num- 
Diagnosis num- ber of cases 
ber of 
cases 
Total White Non- 
white 
Total_ 86 | 93.4 |111.7 5. 5 
Psychoses_- 17 3 5. 8 3 
Psychoneuroses_ 51 | 52.6 | 62.2 27. 5 
Psychophysiological 
autonomie and 
visceral disorders - 18 | 36.5 | 43.7 17.7 


As might be expected, the psychoses were 
generally classified as moderate (30 to 50 per- 
cent disability) to severe (more than 50 percent 
disability), whereas the psychoneuroses and the 
psychophysiological disorders produced either 
no significant impairment or mild impairment. 


Race and Economic Status 


The psychoses, the psychoneuroses, and the 
autonomic and visceral disorders all were much 
more common among the white population than 
among the nonwhite (table 1). Several ex- 
planations for this distribution can be offered. 
For the psychoses, most of which were among 
the aged, the low prevalence among the non- 
whites is probably attributable to the fact that 
the life expectancy of this group is less than 60 
years. For the psychoneuroses and the psy- 
chophysiological disorders, the difference may 
be largely the result of bias on the part of the 


Table 2. 


Diagnosis 


Total 


Psychoses 
Psvchoneuroses 
Psychophysiological autonomic and visceral disorders 


1 Ineludes income not stated. 
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examiners, who were in the white, middle or 
upper classes. It seems possible that a white 
examiner would be more likely to seek and 
find 
his own 


I herefore psychological component Ss Mn 


members of race than in those of 
another. 

The distribution of the three categories by 
economic status provides a somewhat greater 
challenge. The prevalence of the psychoses 
was lower in the income group under $2,000 
than in the $2,000-$3,999 group, but, on the 
whole, these diseases appear to be associated 
with low (table 2). How 
much of this is cause and how much effect we 


cannot say, but it is likely that both mecha 


economic status 


nisms are operative. 

Of particular interest is the pattern of the 
psychoneuroses. Other surveys have found the 
psychoneuroses rising with increase in income, 
but here they decrease with an increase in in 
come up to $6,000 and then rise for the group 
making more than $6,000. Hypotheses of eti- 
ology might best be discussed with relation to 
specific psychoneurotic diagnoses. From these 
data, however, it might be postulated that 
stress is greatest in the lowest and highest eco 
nomic strata, in the former because of depri- 
vation and the frustrations consequent to dep 
rivation and in the latter possibly because of 
various social and cultural inconsistencies and 
stress consequent to attempts to maintain 
status. 

For the psychophysiological disorders, there 
appears to be a definite trend toward an in 
crease in prevalence with increasing income. 
Is this pattern a reflection of increased chronic 


Prevalence of mental disorders in economic groups 


Rate per 1,000 persons examined, based on 
weighted number of cases 
Actual 
number 


of cases Under  $2,000— $4,000 $6,000 

Total ! $2,000 $3,999 $5,999 and 
over 

86 93. 4 84. 2 82. 3 62. 1 135. 8 

17 1.3 4. | 8. 7 1.5 0.8 

5 52. 6 80. | 5. 4 13. 4 62. 5 

18 36. 5 0 18. 2 17. 2 da. 8 
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tension and stress with income or is it possibly 
another indication of bias on the part of the 
Were it not for the increase in 
economic 


examiners ¢ 
psychoneuroses in the highest 
stratum, it might be said that, whereas psycho- 
neuroses are unacceptable in our culture, auto- 
nomic and visceral disorders are permissible. 
One might even tortuously evolve the hypoth- 
esis that the rich consider it fashionable to be 
neurotic, the middle class feel it is unaccept- 
able, and the lower class are neurotic because 
of lack of sophistication and increased stress. 

These explanations are offered merely as ex- 
amples of the large number that immediately 
suggest themselves. They may actually be con- 
sidered an indication of the dearth of knowl- 
edge in this area and of the long way still to go 
before we can say much about the etiology of 
mental disorders. 


Personality Change 
In Adolescents 


In 1946, 384 boys and girls, each 
4, about 9 years old and all from the 
‘? third grade in schools of a semirural] 
county in Ohio, took personality tests 
designed to appraise their mental health. In 





1955, a group similar but 9 years older, includ- 
ing half of the subjects of the 1946 tests, 
repeated this experience. 

This study had three major purposes: to 
determine rates and directions of personality 
change at this stage of life; to identify social 
factors associated with such changes; and to 





Based on a paper by A. R. Mangus, Ph.D., professor 
of sociology and of rural sociology and chairman 
of the Research Committee, Institute for Child De- 
velopment and Family Life, Ohio State University, 
and E. Z. Dager, assistant professor of sociology, 
A detailed report of the study 
Personality 


Purdue University. 
is contained in Social Factors in 
Change, an unpublished doctor of philosophy dis- 
sertation by Dager, prepared at Ohio State Uni- 


versity in 1956. 
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seek bases for valid inferences about the causes 
of personality changes. 

In essence, the study found that 14.1 percent 
of the 1955 scores moved significantly higher 
in favorable personality aspects, and 8.6 per- 
cent moved significantly lower. Rates and 
direction of change were not associated with sex, 
age, or IQ. 

Factors significantly associated with person- 
ality change included place of residence, mobil- 
ity, paternal occupation, broken homes, and 
degrees of participation in community organi- 
zations. Events with personal meaning for the 
subject, which affect the conception of one’s self, 
appear to be immediate factors in personality 
changes. Nevertheless, in comparing statistical 
analyses with clinical observations, we con- 
cluded that ecologic or epidemiological studies 
that rely on group averages for a base have only 
limited utility in explaining causes of person- 
ality change, however useful they may be for 
suggesting hypotheses. 

Comparison of the statistical approach with 
clinical or case studies of the subjects was an 
essential element of the investigation. Objec- 
tive facts, descriptive of the culture and the age, 
sex, and IQ of the individual, were compared 
with case material that revealed the subject’s 
perceptual and conceptual experiences. It was 
concluded that of the two methods, the clinical 
diagnosis of the individual in a social setting is 
superior for explaining personality changes. 

Criteria of personality change were based on 
scores derived from the California Test of Per- 
sonality, recorded in 1946 and 1955. Differ- 
ences between the standard scores for the two 
applications were used to determine progress or 
retrogression. The differences, called discrep- 
ancy scores, are established by simple subtrac- 
tion. 

On the basis of such scores, five groups were 
established for analytical purposes: those with 
positive scores from 11 to 26; 6 through 10; 
minus 5 to plus 5; minus 6 through minus 10; 
and minus 11 through minus 22. 

Two subsamples, 30 having the highest and 
30 the lowest scores, were studied for acute 
contrast. From each of these two contrasting 
samples, 10 were selected at random, and an- 
other 10 from the subjects whose scores indi- 
cated slight change. Intensive interviews with 
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these subjects were recorded and reviewed in 
exploring the subject’s perceptions. 


Personality Scores 


As a whole, the 18-year-old subjects in 1955 
had higher average personality scores than the 
9-year-olds in 1946. It is assumed that this gain 
represents a general tendency for personalities 
to improve in that stage of life. About 50 
percent of all of the scores showed no appreci- 
able difference for better cr worse. Nearly 20 
percent of the scores suggested moderate im- 
provement, and 8 percent indicated some 
decline, but not enough to give confidence in 
their statistical significance. As noted above, 
about 14 percent of the scores showed marked 
improvement and nearly 9 percent indicated an 
extreme decline, with assurance of statistical 
significance. 

Those attending rural schools tended to show 
a relatively greater improvement in personality 
scores than those in urban schools. Also the 
number of times a student had changed schools 
was found to have a bearing on personality 
change. Of the 30 students with scores show- 
ing marked improvement, 16 had attended only 
one school in the interval, and 14 had attended 
two or more. Of the 30 whose scores indicated 
extreme regression, 6 had attended one school 
and 24 had attended two or more. The expec- 
tation for each group was that 11 would have 
attended one school and 19 would have gone to 
two or more. The conclusion is that changes 
in a school expose a student to a risk of unfa- 
vorable change in personality and that the 
stable student has a better chance of improving. 
A possible explanation is that mobile students 
may experience relative difficulty in finding 
friends who support their changing concepts 
of themselves. 


Characteristics of Sample 


About 15 of the deteriorated sample came 
from homes broken by divorce, death, or sep- 
aration, or threatened by divorce; only 3 of the 
improved sample lived under such stresses. 
Normal expectation was that 9 in each group 
would come from such a background. 

Of the improved sample, 23 had joined two 
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or more community organizations; only 12 of 
the regressive sample had such proclivities. 
For each group, the expectation was 17.5. It is 
suggested, however, that affiliation with social 
groups may be interpreted as a consequence 
rather than a cause of personality change. 

Study of other external variables suggests 
that the personalities of youngsters in rural 
homes are more likely to improve than the per- 
sonalities of those in a city; that chances of 
personality improvement are helped if the 
father’s occupation enjoys prestige in the com- 
munity; and that personality 
changes tend to accompany young people in a 
family that is moving up in the world. 

The findings support the conclusion that per- 
sonality changes were affected more by person- 
al interpretations of events than by external 
circumstances; that is, no known objective so- 
cial or personal factor appears to exert a con- 
stant influence on all personalities exposed. 
Important though objective facts and events 
may be in a study of personality change, the 
critical factor appears to be the subject’s inter- 
pretation of them. This does not mean that 
the subject can be studied in isolation from his 
cultural environment but only that it is neces- 
sary to fathom the individual’s perception of 
that environment. 

This approach sees personality as a person’s 


favorable 


varied and more or less enduring conceptions 
of himself together with all of his predispo- 
sitions to act in ways consistent with those 
self-conceptions. Anchor points for those con- 
ceptions are the various statuses and positions 
which the subject occupies and the interper- 
sonal situations in which he shares. His ex- 
pected role in such situations is the core of his 
social personality, which is colored by his con- 
ceptions and evaluations of his own attributes, 
colored in turn by the reactions he observes in 
others. 

From this point of view, the proper study 
of mental health includes not merely informa- 
tion about populations and group averages but 
also the factors that govern the individual’s 
self-conceptions in relation to other persons. 
Material to cultivate such a study includes, in 
addition to responses to separate items in the 
personality inventory, the subject’s written re- 
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sponse to incomplete sentences, autobiogra- 


phies, recorded interviews, and answers to 


quest lonnalres. 


Schizophrenia and the Social 
Structure of a Small City 


According to many studies made 
»- f over the past 20 years, the distribu- 
brief tion of schizophrenia in large popu- 
7% lation groups is not random, but is 
associated with low socioeconomic status. Re- 
sults of a study of mental illness in Hagers- 
town, Md., a city of 36,000 population, unex- 
pectedly diverge from these findings. 
Hagerstown is an industrial and trading cen- 
ter in the northwestern part of Maryland, lo- 
cated at the junction of three major railroads, 
& major east-west highway, and a less impor- 
tant north-south highway. The city has a 
large aircraft plant and several smaller fac- 
tories. It is an old and settled community. 
Although the war years brought an influx of 
workers to the aircraft plant, the majority of 
them came from nearby counties of Pennsyl- 
vania and West Virginia and did not differ 
culturally from the old inhabitants. The pop- 
ulation has been relatively stable in recent dec- 
ades, increasing only about 1 percent per year 
1920. The population is 
homogeneous—predominately 


remarkably 
Protes- 


since 
white, 
tant, and native-born. 

A report of a major phase of the Hagers- 
town mental illness study, the differences be- 
tween schizophrenics and normal persons in re- 
lation to social experiences in childhood and 
Data 
on the distribution of hospitalized schizo- 


adolescence, has already been published. 


phrenic patients in different population strata 
are presented here. 
Basic background data were secured for all 
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persons from Hagerstown and the surrounding 
county who were first admitted to any public 
or private mental hospital within the State of 
Maryland in the years 1940 through 1952. De- 
tailed data from hospital records were secured 
for all such individuals diagnosed in the cate- 
gories schizophrenia, manic-depressive psycho- 
This 
provided 222 cases for the whole county, 112 
Of these cases, 128 


from 


sis, involutional psychosis, or paranoia. 


of them from Hagerstown. 
as schizophrenia—62 
Hagerstown itself. The rate of schizophrenia 
in Hagerstown (19.4 per 100,000 population) 


were diagnosed 


is lower than for Chicago, about the same as for 
Providence, R. I., and a bit above that reported 
for Austin, Tex. 

To secure relatively stable ecologic rates of 
so infrequently occurring a phenomenon as 
schizophrenia, rather large population § seg- 
ments must be used. For Hagerstown, with a 
total population of only 36,000, we had to com- 
bine the 50-odd census enumeration districts 
into a small number of aggregate areas. We 
used a rent-value index of housing as the basis 
for grouping enumeration districts into five 
broad strata. 


Rates of Occurrence 


The average annual rates of first admissions 
for schizophrenia do not show any significant 
differences among the five socioeconomic strata. 
This finding is divergent from those of eco- 
logic studies made in larger cities. 

Evidence of nonassociation between rates of 
schizophrenia and socioeconomic status is rein- 
forced by our finding that rates of schizophre- 
nia do not vary significantly by occupational 
group. Neither is there any evidence of abnor- 
mal upward or downward social mobility in 
the occupational or residential histories of 
these schizophrenic patients. 

Several alternative interpretations of these 
findings have some plausibility, though our 
data do not permit a firm choice among them: 

1. Chance fluctuations in rates, to be expected 
when the number of cases is small, and the diffi- 
culty of delineating homogeneous areas in a 
small city may obscure an actual concentration 
of schizophrenia in the lower socioeconomic 


segments of the population. However, the 
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lack of any apparent relationship with occupa- 
tion and the fact that the distribution of manic- 
depressive patients (though based on a far 
smaller number of cases) does show a signifi- 
cant relationship with socioeconomic status, 
lead us to feel that this interpretation is not 
sufficient. 

2. Out-migration of lower status schizo- 
phrenics to larger cities may have occurred; the 
result would be to increase the rates of schizo- 
phrenia at lower class levels in those larger 
cities and to lower the rates at these levels for 
Hagerstown. Our data, unfortunately, do not 
bear directly on this possibility. 

3. The high correlation between social status 
and rates of schizophrenia noted in larger 
cities may be the result of “drift” of incipient 
schizophrenics into deteriorated areas where 
the unsuccessful tend to collect. Hagerstown 
lacks such “collecting areas” and our data show 
an absence of downward drift. 

4. There may be a relationship, previously 
unsuspected, between the size of a city and the 
degree to which rates of schizophrenia correlate 
with such indexes of socioeconomic status as 
area of residence and occupational level. While 
other alternatives cannot be ruled out, we 
should like to explore this one in some detail. 
A metropolis like Chicago produces strikingly 
high correlations. Smaller cities, such as Pe- 
oria, Kansas City, Milwaukee, and Omaha, 
produce far lower correlations, and a city as 
small as Hagerstown produces no discernible 
correlation at all. This suggests that the so- 
cial phenomena indexed by occupation and 
area of residence in Hagerstown may be quite 
different from those indexed by these same 
items in a larger city. In any sized commu- 
nity, area of residence and occupation tend to 
be among the primary indexes of social status, 
but perhaps more than this is involved. It ap- 
pears that the class structure of Hagerstown is 
not as highly differentiated as that of larger 
cities—in particular, there appears to be a rela- 
tive absence of extremes; and social interaction 
appears to be less dependent on class position. 


Residence and Occupation 


Hagerstown has its elite neighborhoods and 
its rundown neighborhoods, as has any older 
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city of this size. But with one or two excep- 
tions, these are rather small neighborhoods, 
which constitute parts of enumeration districts, 
or overlap several enumeration districts. This 
means that different districts do not offer as 
strong a contrast in living conditions as sec- 
tions in a larger city. There are slum areas, 
but they are not large, nor are they as eco 
nomically depressed as the skid rows of larger 
cities. The children attending a given public 
school represent, for the most part, a fair va 
riety of residential settings. 

Occupational status may likewise have a 
rather different meaning for social interaction 
in a community the size of Hagerstown than 
in a larger city. Unquestionably, status con 
siderations are fully as important in social in 
teraction here as elsewhere. But our observa 
tions lead us to believe that several nonstatus 
factors influence social interaction to a greater 
extent here than in the metropolis. These in- 
clude the persistence of school associations into 
adult life and length of residence, and of one’s 
family’s residence, in the community. Fur- 
thermore, membership in one of Hagerstown’s 
several tightly bound religious groups, includ- 
ing the Mennonite, the Brethren, and a score 
of small fundamentalist churches, may imply 
as much about an individual’s social partici 
pation as does his occupational status. Again, 
it would appear that we do not have the ex 
tremes that are found in larger cities—the pro- 
fessionals and proprietors are small operators; 
the blue-collar workers are on the whole more 
integrated into neighborhood and community. 

This interpretation is frankly conjectural. 
It was not our primary aim in this research to 
study local social structure. We naively as 
sumed that we should find the usual correla 
tions, and we wished to examine these in the 
context of individual life histories of patients 
and controls. Perhaps at some later date we 
shall return to this community and secure the 
data needed to test the hypothetical interpre- 
tation offered above. Whether we do so or 
not, however, we feel that our negative find- 
ings pose a question to which much more at- 
tention might fruitfully be addressed: In the 
constellation of attitudes, values, behaviors, 
and relationships that are generally indexed by 
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socioeconomic status—by occupation, education, 
area of residence—what are the factors that are 
crucially related to the development of schizo- 


phrenia / 


Mental Disorders 
In a Metropolis 


\ The number of persons receiving 
* fr) psychiatric treatment, hospital or 
brief . ambulatory, in a population as a 
/ whole or in its subgroups, offers no 
indication of the relative magnitude of total 
mental morbidity in the community. A Cor- 
nell University interdisciplinary research team 
reached this conclusion after making a patient 
census, or prevalence enumeration, and a sam- 
ple survey of the population of a well-defined 
residential area of New York City designated 
as Midtown, with a population of 172,000. 
The population of Midtown is 99 percent 
white and is about equally divided among na- 
tives of New York City, American-born in- 
migrants, and foreign-born immigrants, prin- 
cipally from seven countries overseas. In pop- 
ulation density and socioeconomic status Mid- 





town resembles the “gold coast and slum” areas 
that adjoin the central business districts of 
other large American cities. 


Sample Survey 


A random sample was selected from the 
109,000 Midtown adults in the age group 20-59 
years. Fifteen in every 1,000 persons in the 
sample, or a total of 1,660 individuals, were 
interviewed. 

The sample was psychiatrically screened in 





Based on a paper by Leo Srole, Ph.D., visiting pro- 
fessor of sociology (social psychiatry), and Thomas 
Langner, Ph.D., research associate (social psychi- 
atry), department of psychiatry, Cornell University 
Medical College, New York, N. Y. The study was 
under the direction of the late Thomas A. C. Rennie, 
M.D., professor of psychiatry (social psychiatry) 
Cornell University Medical College. 
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single home interviews. The interviewers 
were psychiatric social workers, caseworkers, 
clinical scientists 
working in the field of 
These interviews were based on a questionnaire 


of about 400 items on physical health history, 


psychologists, and social 
ethnopsychiatry. 


personality symptoms and functioning, child- 
hood history, interpersonal associations, and 
other areas of current life functioning. 

The 110 questions on mental health were 
adapted in part from items in the Army’s 
Neuropsychiatric Adjunct and the Minnesota 
Multiphasic Inventory. These items were re- 
validated by the staff clinical psychologist on a 
group of known mentally ill persons and on a 
control group from the Midtown area. Other 
questions were newly constructed on the basis of 
extensive clinical experience. 

The questions covered symptoms commonly 
associated with psychosomatic disorders, 
overtly registered signs of tension, anxiety, in- 
adequacy, phobias, depression, and symptoms 
related to schizoid withdrawal, paranoid sus- 
piciousness, compulsive rigidity, and psycho- 
pathic immaturity; problems in the perform- 
ance of key social roles; and history of nervous 
breakdown and consultation with or treatment 
by a psychotherapist. 

Two staff psychiatrists made independent 
mental health evaluations of each respondent 
from replies to the mental health items, from 
interviewers’ records of spontaneous, signifi- 
cant comments of the sample respondents, the 
interviewers’ own observations and impres- 
sions, and information on history of psychia- 
tric treatment and involvement in social 
agencies, 


Respondents were classified in a series of 


categories. Among these were “extreme dis- 
turbance,” that is, socially incapacitated in- 


dividuals or those functioning in the social 
sphere with great difficulty; “serious disturb- 
ance,” those with serious symptoms who have 
some difficulty in functioning socially; and 
“marked disturbance,” those with marked 
symptoms and some difficulty in functioning 
socially. Mental disturbance was defined in 
the operational terms of the many details ob- 
tained from the individual respondent and from 
outside sources as these details were independ- 
ently weighed in toto by the psychiatrists. 
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The three categories represent a descriptive 
classification scheme and not a diagnostic 
taxonomy. 

Respondents in the “extreme disturbance” 
and “serious disturbance” categories corre- 
spond to patients in private and Veterans Ad- 
ministration hospitals; respondents in the 
“marked disturbance” category correspond to 
patients in outpatient clinics and under the 
care of private therapists. 

It is considered that a single interview, al- 
though of 2-hour duration, probably would not 
suffice to identify all paranoids, psychopaths, 
and sex deviants, or the less advanced alco- 
holics and drug addicts. Therefore, the esti- 
mates of mental morbidity in the sample popu- 
lation probably err in the direction of under- 


statement. 


Patient Census 


A 1-day census, or prevalence enumeration, 
was made of all Midtown residents under treat- 
ment for mental pathology on May 1, 1953, by 
private psychiatrists and clinical psychologists, 
outpatient clinics, State and Veterans Admin- 
istration hospitals, and licensed private hos- 
pitals of New York and other States. 

Unlike the sample survey, which included 
only persons aged 20-59 years, the patient cen- 
sus included individuals of all ages. Midtown 
rates for patients in public and private hos- 
pitals are not strikingly different from the 
rates found in a similar study by Redlich and 
Hollingshead in New Haven, Conn., on De- 
cember 30, 1950. When outpatients are in- 
cluded, Midtown has a clinic patient rate 2.5 
times higher and a private patient rate 4 
times higher than New Haven. From these 
figures, it would appear that the Midtown men- 
tal morbidity prevalence is about 60 percent 
greater than that of New Haven. 

However, the data may reflect the amount of 
treatment facilities accessible to each popula- 
tion rather than the true prevalence of mental 
disorder in the community. When differ- 
ences in numbers of State-supported hospitals 
in New York and Connecticut, in numbers of 
local clinic facilities, and in numbers of psy- 
chiatrists and clinical psychologists are taken 
into consideration, there is little difference in 
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outpatient mental morbidity rates between Mid- 
town and New Haven. 

These facts do not rule out possible real dif- 
ferences in the prevalence of lesser mental dis- 
orders which are susceptible to outpatient 
treatment, but they do emphasize that any real 
difference cannot be estimated from outpatient 
rates. If the treatment facilities available are 
far below the level of demand, intercommunity 
differences in mental morbidity rates may 
primarily reflect differences in treatment capac- 
ities rather than variations in the prevalence 
of mental pathology. 


Prevalence of Mental Illness 


The 398 mentally disturbed individuals found 
in the Midtown sample population, represent- 
ing 23.9 percent of the sample population, 
were classified as follows: extreme disturbance, 
55 (3.3 percent) ; serious disturbance, 125 (7.5 
percent); and marked disturbance, 218 (13.1 
percent). Ten of the extremely disturbed re- 
spondents are in hospitals; 5 are receiving 
ambulatory treatment; 1 in 5 has had psycho- 
therapy but is still, or again, extremely sick; 
and roughly half have never received psychi- 
atric treatment. In the seriously disturbed 
category, only 1 in 25 patients is currently 
receiving therapy, 1 in 4 has had previous treat- 
ment, and over two-thirds are not known to 
have had psychotherapy. Those in the marked 
disturbance category had histories similar to 
those in the serious disturbance category. 

The only available yardstick against which 
to evaluate the 23.9 percent rate of psychiatric 
morbidity in Midtown is the combined rate of 
Selective Service rejections and military serv- 
ice discharges for psychiatric reasons among 
men of military age during World War II. 
When all unrecorded psychiatric categories of 
men of military age are taken into considera- 
tion, the total rate of mental morbidity is prob- 
ably not far below 20 percent; among Midtown 
males in a similar age range the combined rate 
for extreme, serious, and marked mental dis- 
turbance is 19.9 percent. 

Only 7.5 percent, 3 in every 40, of mentally 
disturbed respondents in the Midtown sample 
are receiving psychiatric care at any one time. 
Only 2.5 percent are hospitalized, 5 percent are 
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currently receiving outpatient treatment, 20 
percent are ex-patients, and 72.5 percent pre- 
sumably have never had psychotherapy. 

Data from both the patient census and the 
sample survey indicate that there is a positive 
correlation between socioeconomic status and 
amount of psychiatric treatment received. 
Downward on the socioeconomic continuum, 
mental morbidity increases and psychiatric 
treatment decreases. It would be seriously mis- 
leading, therefore, to use the socioeconomic com- 
position of the small current patient population 
of Midtown as a basis for generalizing about 
the socioeconomic composition of the far larger 
number of mentally sick persons in the area who 
are not receiving treatment. 

Broad generalizations from the body of evi- 
dence obtained in the Midtown study must be 
drawn with appropriate caution. It can be 
firmly stated, however, that for adequate meas- 
urement of magnitudes of mental morbidity, 
epidemiological research will have to shift its 
focus from the patient population to the com- 
munity population as a unit for study. 


Intellectual Potential 


In an Infant Group 


nurture in intellectual functioning is 





\ The relative influence of nature and 
b . } 
rief . a perennial problem in psychology. 
Almost universal is a hard core of 
belief in the inherent variation of intelligence, 
but recent work focused on the lower end of 
the intelligence curve shows that an increasing 
number of conditions previously considered 
hereditary are actually caused by environ- 
mental influences. 





Based on a paper by Hilda Knobloch, M.D., Dr.P.H.., 
Dr. Knobloch is 
associate professor of pediatrics, Ohio State Uni- 
versity College of Medicine, and director, clinic of 
child development, Children’s Hospital, Columbus, 
Ohio. Dr. Pasamanick, professor of psychiatry at 
the same medical college, is director of research at 
the Columbus State Institute of Psychiatry. 


and Benjamin Pasamanick, M.D. 
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Another basic controversy centers on the def- 
inition of intelligence itself or on that which is 
being measured by various intelligence tests. 
About the infant age group particularly are 
most questions raised on the validity of intelli- 
gence tests. We emphasize that behavioral de- 
velopment can reveal the degree of maturity 
and integrity of the nervous system. Later 
performance, though more influenced by learn 
ing, is not independent of that system. There 
is a substrate of neural integration permeating 
the behavior of each individual; it is the phys- 
iological organization that is the foundation 
for all learning. 

A study of premature infants born in Mary- 
land in 1952 produced findings which may be 
applied generally. One phase of this study, 
which is described here, was designed to com- 
pare a premature group in Baltimore with 
their full-term controls. 


Study Methods 


The study group of 992 infants, 500 prema- 
tures and 492 matched full-term controls, were 
85 percent of an original 1,170 scheduled for 
examination. The remaining 15 percent repre- 
sent either refusals or those who could not be 
located. Age at examination ranged from 34 
to 69 weeks, with 75 percent seen at 39 to 41 
weeks. To make allowance for the estimated 
amount of prematurity, the chronologic age of 
the prematures was corrected. 

Information was obtained from the mother to 
cover the infant’s neonatal adjustment, illness, 
neurological symptoms, emotional behavior, 
and some parental history. 

Following the procedure outlined in Gesell 
and Amatruda’s Developmental Diagnosis, the 
Gesell examination began with another brief 
interview for information on the infant’s be- 
havior not touched on by the previous inter- 

for the Gesell develop- 
During the examination, 


viewer but needed 
mental schedules. 
standard items were adapted to handicapping 
conditions or unusual emotional responses. A 
dictated recording of the infant’s behavior de- 
scribed how he used the materials and his neu- 
romotor patterning as he handled them. 

After the physical examination, a special 
form was filled out to give scaled judgments of 
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integration, abnormal behavior and neurolog- 
ical patterns, and of physical examination re- 
sults. Also recorded were maturity levels for 
the various fields of behavior, a diagnosis of 
neurological status, intellectual potential, and 
a prognosis for future development. 

Almost all of the examinations were per- 
formed by a pediatrician who was not told 
whether the infant was premature or full- 
term. The final step was a review of the his- 
tory obtained by the other interviewer for any 
factors, such as severe convulsions, that might 
modify the prognosis. 

The neurological status was an appraisal 
of the integrity of the nervous system. This 
status was terms suited to 
the field of infant neurology. The intellectual 
potential consisted of a clinical estimate of 
intelligence, taking into account the level 
of development and quality of behavior. 
Intellectual potential is concerned with prog- 
nosis; it implies that if nothing happens to 
damage the infant organically or psycholog- 
ically his future development should be at es- 
sentially a constant rate. 

General developmental quotients assigned the 
infants were usually the same as the adaptive 
maturity quotients except that they took into 
account clinical factors in predicting future de- 
On the average, the developmental 


expressed in 


velopment. 
quotient was less than one point higher than 
the adaptive quotient. 

To give a representative picture of the sur- 
viving infant population of Baltimore, the dis- 
tribution of general developmental quotients 
was adjusted for differences in incidence and 
mortality between the birth weight groups, us- 
ing incidence and mortality figures for Mary- 
land in 1952. Further adjustment was made 
for economic status and for race. It was 
found, however, that neither the education of 
the parents, their economic status, nor their 
race had led to any important differences in 
distribution of general developmental quo- 
tients. 

Mean developmental quotients and standard 
deviations indicated that as the birth weight 
of the infant decreased the mean developmen- 
tal quotient was lowered for both whites and 
nonwhites. Significant .differences appeared 
between the smallest premature infants with 
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birth below 1,500 grams and_ the 
heavier infants. When the distribution of 
general developmental quotients was adjusted 


for birth weight, race, and economic status, 


weights 


there were no significant dissimilarities in dis- 
tribution between whites and nonwhites. 

Most important among the findings is that 
more than 90 percent of the general develop- 
mental quotients occur between 90 and 120. 
This differs findings pre 
viously reported in older children. 


markedly from 


Validity of Infant Appraisal 


Up to the present, literature on infant eval 
uation has held that performance in infancy 
has little bearing on later function, that corre- 
lations in examinations vary from plus .2 down 
to small negative correlations. It is also main- 
tained that about 60 percent of reexaminations 
differ by more than 20 points from initial tests. 

However, in a reexamination of almost 500 
infants in the Baltimore study at the age of 5 
years, the correlation between the examinations 
was plus .5 for the entire group, and for cases 
involving intellectual or neurological abnor- 
mality, plus .75. In another study of 53 in 
fants examined again at age 7, the correlation 
was found to be .5. Similar findings were 
made in a study of 100 infants seen at the ages 
of 16, 28, and 40 weeks and 18 months, where 
the correlations ranged from .5 to .75. As for 
actual change in the developmental quotient in 
the group that was part of the study of prema 
tures, 74.2 percent changed less than 15 points, 
and 52.9 percent less than 10 points between the 
first and second examinations. These highly 
significant correlations validate the infant ap- 
praisal; they demonstrate that the state of the 
central nervous system should influence even 
learned behavior in a predictable fashion, pro- 
vided gross changes do not occur in the milieu 
of the child to alter variables of 


functioning. 


major 


Influence of Environmental Factors 


Although obviously related to neural inte- 
gration, the intelligence quotient of older chil- 
dren is influenced by more environmental fac- 
tors than affect the intellectual potential as 
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measured in infancy. A lower score in a later 
examination may be the result of many en- 
vironmental factors, but a higher score can 
only be the result of learning. A comparison 
of two large samples using the Stanford-Binet 
test with findings of the Baltimore investigation 
may help measure the influence of environment 
on intelligence test scores (see table). One 
study involves 873 children in Scotland tested 
by Macmeeken when they were between 8 years 
11 months and 11 years 9 months; in the other, 
about 3,000 children between 2 and 18 years 
of age in the United States were tested in 
making the revision of the Stanford-Binet test. 
This sample’s deviation from a more repre- 
sentative population is not clear, children in 
institutions having been excluded. Because the 
children in both these samples are older, it is 
likely that those with severe defects died too 
early to have been included in the group. 


Distribution of intelligence quotients reported in 
literature compared with distribution of gen- 
eral developmental quotients in Baltimore 
infants, 1952 


Cumulative percentage 


Quotient 


Baltimore Maec- Ste nford- 
infants meeken Binet 
(Seotland) 

35 0. 1 0. O 0. O 
35-44 l <2 } 
15-54 7 g _9 
55-64 . 1. 2. 2 
65-74 1.4 4.5 5. 4 
75-84 LS 14. 4 14. 4 
85-94 9. 6 39. 6 33. 6 
95-104 54. 6 66. 1 56. 7 
105-114 88. 7 83. 6 78. 1 
115-124 96. 7 93. 0 90. 9 
125-134 98. 6 97.5 96, 2 
135-144 99. 6 99.3 98. 1 
145-154 99.8 99, 7 98. 7 
155-164 99. 8 9Y. Y 99. 3 
165-174 99.8 99. 9 99, 8 
175-4 99.8 99, 9 100. 2 
Unknown 100. 1 99, 9 100. 2 


The cumulative percentage distributions are 
similar for both of these samples, but are in 
sharp contrast with our findings. The chief 
(difference lies in the group with quotients be- 
low 85, in which both samples show about 14 
percent of the cases compared with 1.8 percent 
for the Maryland infant group. Data from 
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the Stanford-Binet revision group show thut 
as the child’s age increases the percentage with 
quotients below 85 grows. The increase in the 
percentage of children with quotients under 80 
occurs largely among the upper grade retard- 
ates, those with quotients between 55 and 70 
who are usually considered inadequate geneti- 
cally. There is also the segment of from 70 to 
85 thought part of the normal variation on the 
basis of inferior hereditary endowment. 

These observations support the hypothesis 
that intelligence used in later life is greatly in- 
fluenced by learning, and that there are life 
experiences tending to limit opportunities for 
acquiring the kinds of information that the 
These experiences are 
sociocultural as 


tests seek to evaluate. 
not only physiological but 
well, as was brought out by the Klineberg 
studies on changes in Negro intelligence with 
geographic location and by followup studies 
showing favorable adult development of 
morons. 

Although our study of premature infants 
shows that socioeconomic elements have little 
effect on the distribution of general develop- 
mental quotients in the infant group, findings 
from a current study of the group at 3 years of 
age indicate that such environmental forces are 
beginning to exert their influence. In this re- 
examination which is now in progress, the aver- 
age developmental quotient for white controls 
has risen significantly while for nonwhites it 


has decreased. 


Comment 


The range of normal human potential is 
much narrower than has been thought. Those 
with an innate intellectual potential below nor- 
mal are indeed few and the majority, if not all, 
appear to have had organic brain damage. 
Gradually, as more factors tending to damage 
neural integration are isolated the distribution 
will be narrowed further. Man has appar- 
ently reached the stage in evolution where 
change does not take place on the structural 
level. At the present time the most useful 
theory is that while man’s fundamental struc- 
ture and therefore his basic functioning are 
genetically determined, it is his sociocultural 
milieu, with its biological and psychological 
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effects, which modifies his behavior and, in the 
absence of organic brain damage, makes one 
individual significantly different from the next. 


Behavior Disorder Patterns 


In a Deaf Population 


\ <A deaf population affords an unu- 

» f sual opportunity for investigating 
brief ’ the effect of severe sensory depriva- 
7 tion on personality integration as 








well as susceptibility to mental disorder. To- 
tal deafness early in life interferes with ordi- 
nary communication, learning, emotional ma- 
turity patterns, and socialization, and, because 
they are isolated from the hearing world in 
varying degrees, the deaf form groups which 
cut across geographic, ethnic, cultural, socio- 
economic, and other conventional boundaries. 


Demographic Factors 


Demographic analysis of a representative 
deaf population should provide valuable infor- 
mation about the relationship between deafness 
and difficulties in communication and social in- 
teraction; frustrations arising from intrafam- 
ily organization, residential school living, in- 
adequate educational or vocational opportuni- 
ties, or limitations on the choice of a mate; 
and constriction of emotional and intellectual 
maturation. 

Some general points to be considered in a 
demographic study are: 

1. Types of mental disorder more likely to 
occur in a deaf population than in a hearing 


one. 





Based on a paper by John D. Rainer, M.D., associate 
research scientist, and Franz J. Kallmann, M.D., 
principal research scientist, New York State Psy- 
chiatric Institute, Columbia University, New 
York, N. Y. This report is part of a study aided 
by a grant from the Office of Vocational Rehabilita- 
tion of the Department of Health, Education, and 
Welfare. 
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2. Differences between deaf and hearing 
populations in the expression, recognition, or 
persistence of clinical symptoms. 

3. Amount and quality of personal guid- 
ance and psychiatric treatment given deaf per- 
sons compared with that given hearing persons. 

t. The ability of a deaf population to form 
a stable subgroup of society with which each 
member can readily identify himself or the 
optimum degrees of adjustment the deaf are 
able to attain on different levels of intellectual 
capacity and personality integration. 

5. The effect of deafness upon psychological 
functions, emotional responses, and the level of 
emotional immaturity. 

A fact which is generally overlooked in the 
psychodynamic appraisal of the deaf is that 
many deaf persons, especially those whose par- 
ents are deaf, show a childlike trust in their 
fellows rather than an overcautious suspicion. 
Behavioral imperfections of deaf persons in so- 
cial and sexual relationships may often be due 
to inexperience rather than to a basic person- 
ality deficiency, and their consistently high di- 
vorce rate may be as much a reflection of unu- 
sual social, cultural, and economic pressures as 
of friable personal loyalties or immature per- 
sonality features. 


Genetic Factors 


A unique characteristic of deafness is its 
tendency to cluster in families. It has been 
estimated that nearly one-half of the cases of 
deafness are genetically determined, that about 
47 percent of the deaf population of America 
marry, and that the majority of deaf persons 
marry deaf persons. Deaf couples tend to 
have about half as many children as compa- 
rable hearing couples. 

The most pertinent points in appraising the 
genetic aspects of deafness are: 

1. Some of the deafness classified as non- 
genetic in origin may include forms of environ- 
mentally induced deafness actually based on a 
genetic predisposition to deafness. 

2. Different genes may cause similar syn- 
dromes of early deafness, and variations in 
specificity of action of a certain gene may de- 
pend upon the lapse of time since its appear- 
ance in any one family line. 
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3. Epidemiological emphasis should — be 
placed on evaluation of the mode and degree of 
transmission of a given genetic component as 
well as on the cultural factors of mate selection. 
The frequency of deafness in the population 
will be increased by consanguineous marriages 
between persons with normal hearing who are 
carriers of recessive genes which have a high 
degree of penetrance, as well as by marriages 
between two deaf persons. Ordinarily, the ex- 
pectancy of deafness among children of parents 
with a gene-specific type of deafness is 100 per- 
cent. However, even these parents may have 
both hearing and deaf children if they carry 
mutant genes of a different variety or genes 
with a limited degree of expressivity. 

The complex interaction of genetic and non- 
genetic influences in the epidemiology of dis- 
ordered behavior patterns in the deaf has been 
studied in a pilot project begun in April 1955 
by the department of medical genetics of the 
New York State Psychiatrie Institute. The 
results of studies of two representative popula- 
tion samples will make it possible to combine 
cross-sectional and longitudinal methods of in- 
vestigation from a demographic as well as a 
genetic standpoint. 

One sample was made up of the total deaf 
population of New York State aged 10 years 
and over, including a subgroup composed of all 
deaf patients in State institutions for the men- 
tally ill and the mentally retarded. The rate 
of deafness found to date among the general 
population was 0.079 percent; among the insti- 
tutionalized population, 0.24 to 1.56 percent. 
The high percentage of deaf patients in institu- 
tions may be due to the more complete census of 
deaf persons in hospitals than in the general 
population or to the fact that the deaf need 
more institutionalization and a longer hospital 
stay than those who can hear. 

In New York State, among children over 10 
years of age, the percentage of deaf students 
who attend special schools is slightly below the 
percentage of students in the general popula- 
tion, probably because most special schools are 
residential. There is no law compelling at- 
tendance at residential schools, and many deaf 
children remain at home or try to go to regular 
schools. 


The second sample population studied was 
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made up of twins of any age from the eastern 
part of the United States, including the popu- 
lation of New York State. The histories of 
four pairs of twins, two fraternal and two 
identical, are summarized below. 

The first pair of fraternal twins were girls, 
one deaf, the other schizophrenic. The deaf 
girl has always been less mature physically and 
emotionally than her twin, but she does well at 
school and shows no evidence of schizophrenia. 
The parents are first cousins with normal hear- 
ing. A brother of the mother is schizophrenic. 
Both of the second set of fraternal twins are 
totally deaf and mentally retarded, with in- 
They 


come from a large family with no history of 


telligence quotients between 60 and 70. 
early deafness. Their personalities are con- 
siderably different but they have reached the 
same grade at a school for the deaf. 

One pair of identical twins are 4-year-old 


girls. Both parents and an older sister are 
deaf. Although only one twin is deaf, they 


are strikingly similar in behavior, intelligence, 
and social maturity. Both are considerably 
retarded verbally. 
scales, their intelligence is normal and their so- 
The second pair of 


Measured on nonverbal 
cial maturity is advanced. 
identical twins are 60-year-old men who have 
been deaf since birth. Their parents and sib- 
lings have normal hearing. The twins grad- 
uated from a school for the deaf and both have 
been successful in the printing trade. Their 
wives are deaf, but the cause of their deafness 
apparently is nongenetic since the children of 
both couples have normal hearing. 


Mental Hospital Patients 


Among 215 deaf patients in mental hospi- 
tals, 25.6 percent were classified as “psychosis 
with mental deficiency,” and most of them 
were in the “episode of excitement” subcate- 
gory. The high percentage of patients with 
this diagnosis may be due in part to the fact 
that many mentally defective deaf persons be- 
come psychotic and require hospitalization. 
Also, it may be assumed that, had they been 
hearing persons, many deaf patients labeled 
as mentally retarded would have been placed 
in a more precise psychiatric classification. 
Among schizophrenic deaf persons, constitut- 
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ing 47.5 percent of the total, difficulties in com- 

munication obscure the usual diagnostic cri- 
teria. Only in the more advanced stages of 
schizophrenia do catatonic, hebephrenic, or 
paranoid symptoms in the deaf show no signif- 
icant differences from these symptoms in per- 
sons who can hear. 

Intensive genetic and developmental studies 
among deaf persons with indeterminate devia- 
tions in behavior are needed. Some questions 
to be answered are: 

1. What are the signs of early, latent, or 
“pseudoneurotic” schizophrenia and do they 
fall into a definable pattern / 

2. What is the significance of behavior forms 
resembling mental defect and of impulsive or 
psychopathic syndromes? How are they re- 
lated adaptively to early total deafness and 
what connection have they with schizophrenia ? 

5. Can deafness protect against rather than 
promote manifestations of schizophrenia ? 

At present it is not clear whether a stress- 
ful condition arly total deafness 
causes a significant change in the prevalence 
of schizophrenia or, if it does, whether the 
change is toward an increase or a decrease in 


such as 


the prevalence of the disorder. 


Previous Nervous Illness 
And Pregnancy 


\ A possible interrelation between 
b ° f nervous disorders and poor physio- 
rie i logical response to the demands of 
vA pregnancy is suggested by the re- 
sults of a study of 1,570 clinic patients deliv- 
ered on ward service at the Philadelphia 
Lying-in Hospital between 1947 and 1953. 
With the exception of patients with chronic 
heart or kidney disease, essential hypertension, 
syphilis, or hyperemesis gravidarum, and of 
those whose pregnancy terminated in a mul- 
tiple birth or abortion, all married women who 








Based on a paper by Dorothy G. Wiehl, M.A., 
Katharine Berry, M.A., and Winslow T. Tompkins, 
M.D., Milbank Memorial Fund, New York, N. Y. 
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registered at the hospital and who made their 
first prenatal visit before the 17th week of ges- 
tation were isolated in the study. 

A special record of nervous illnesses was 
made by a clerk independently of the data re- 
corded by the examining physician. The only 
information requested was whether or not the 
patient had had a nervous breakdown and, if 
so, the date. Many patients said their illnesses 
were “not a breakdown.” They reported 
“verge of a breakdown,” “very nervous,” or 
even though they 
Their only 


just “nervousness,” were 
under medical care for “nerves.” 
common characteristic was illness which had 
been diagnosed as nervousness or in which nerv- 


A few ill- 


nesses were recent: others had occurred more 


ousness was a dominant symptom. 


than 10 years previously; three-fourths had 
occurred within 5 years of the current preg- 
nancy, 

There was no followup by a professionally 
trained person to seek further information, 
and no attempt has been made to classify the 
nervous illnesses reported or to screen out those 
that were not primarily nervous disorders. 

A history of nervous illness was reported by 
81 women, 62 white and 19 Negro, or 5.9 and 
5.3 percent of the white and Negro women, 
respectively. 

Stressful events such as premarital preg- 
nancy, early marriage, desertion and divorce, 
and death of an infant or other member of 
the family were reported as associated with the 
nervous illnesses by about 40 percent of the 
women, and the records suggest such associated 
events for many others who did not mention 
them. It was impossible to determine whether 
the event precipitated the illness or the illness 
precipitated the event. 

The ages of the women in the study varied 
from 15 to 45 years, with a median age of 25 
years. Among white women, the highest rate 
for history of nervous illness (7.9 percent) was 
in the group aged 25-29 years, declining there- 
after. The tendency is the same for Negroes, 
although the rates are erratic because of the 
Probably the per- 
lower for 


small number of patients. 
centages of nervous illness are 
women in the older age groups because the 
older women failed to report illnesses that oc- 


curred a long time ago. 


















Among previous pregnancies of the white 
multigravidae, the rates of premature births, 
perinatal deaths, and abortions for patients re- 
porting nervous illness did not differ signifi- 
cantly from those rates for the total group of 
white multigravidae. For Negro women, the 
neonatal death rate among previous births was 
significantly higher for those reporting nervous 
illness than the rate for all Negro multi- 
gravidae; the stillbirth rate was about the 
same for both groups; and the rate for pre- 
mature births was higher among women re- 
porting nervous illness, but the difference was 
not significant. 

The 81 women with a history of nervous ill- 
ness had 94 pregnancies during the 5-year pe- 
riod; and the current pregnancy records are for 
72 white prenatal patients and 22 Negro pre- 


natal patients. 


Prenatal Complications 


In the total group of patients, there was no 
statistically significant difference between the 
percentages of patients with and without nerv- 
ous illness who had nausea and vomiting early 
in pregnancy. Among women under 25 years 
of age, however, the percentages were statis- 
tically significant ; 20 percent and 8 percent re- 
spectively had severe nausea and vomiting. 

The percentages of patients with nausea and 
vomiting late in pregnancy were also signifi- 
eantly higher in nervous women than in 
women who were not nervous, 39 percent and 
18 percent, respectively. Late nausea and vom- 
iting occurred most frequently in older women 
and in women under 25 years of age. Perhaps 
the higher rates for the nervous group indicate 
that they are less able to adjust to pregnancy 
or that emotional anxiety increases as preg- 
nancy progresses. 

Other than nausea and vomiting, prenatal 
complications or signs of metabolic imbalance 
were no more frequent among the 94 patients 
with a history of nervousness than among pa- 
tients with no such history. No cases of 
eclampsia or preeclampsia were diagnosed in 
these patients; the frequency of edema or ele- 
vated blood pressure was approximately the 
same for both groups, and there were no sig- 
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nificant differences in the amount of weight 
gained. 

Two of the 94 patients with a history of 
nervous illness (2.1 percent), both white, had 
marked symptoms of nervous illness during 
the prenatal period. 


Labor and Delivery 


Prematurity is an important public health 
problem, and the possible relationship between 
emotional status and premature births is of 
special interest. For the white population, 
premature births (birth weight 5.5 Ibs. or less) 
were much more frequent among patients with 
nervous illness than among those with no his- 
tory of such an illness, 8.5 and 4.3 percent, re- 
spectively. In the nervous group, all prema- 
ture births were to women under 30 years of 
age and were first or second births. Under 30 
years of age, for nervous women the premature 
birth rate was 10.3 percent compared with 3.9 
percent for those who were not nervous. 

The small number of Negro women in the 
study does not permit a reliable evaluation of 
premature births among this group. 

Delivery more than 2 weeks after the ex- 
pected date occurred more frequently among 
white patients with a history of nervousness 
than among other white patients; among Negro 
patients there were few late deliveries and no 
differences associated with nervousness. 

Among white patients, cesarean section was 
more frequent for those with a history of nerv- 
All but one 
nervous patient delivered by cesarean section 
had had a previous cesarean section. Only one 
Negro patient, a multipara who had had no 
previous section, was delivered by cesarean 


ousness than for other patients. 


section. 

Many multiparae with a history of nervous- 
ness had a longer labor than did those without 
nervousness who had had the same number of 
Length of labor differed 
Among white 


previous births. 
chiefly for the white patients. 
patients who were having their second baby, a 
very significantly higher percentage of those 
with nervousness had a labor lasting more than 
24 hours, 22 percent compared with 3 percent 
of those who were not nervous. For patients 
who had had two or more previous births, 44 
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percent of those without nervousness were in 
labor less than 614 hours compared with 17 per- 
cent of the nervous patients. 


Housing Environment 


And Mental Health 


\ In 1954 the Baltimore Study of 
b « ¢ Health and Adjustment began a 5- 
rief 





year longitudinal study of the influ- 

7% ence of housing environment on the 
mental and physical health of 1,000 families in 
a large eastern city. The general study plan, 
which is experimental in design, was to locate 
a population that was known to be moving 
from “bad” to “good” housing. This consti- 
tuted the “test” group. Measurements were 
made on this group prior to the move and are 
expected to continue until midyear of 1958. In 
order to evaluate the effects of housing on any 
changes that took place, a “control” group, not 
moving, was planned which would be matched 
carefully with the test group on many relevant 
characteristics and which would also undergo 
repeated measurements. 

The research design was put into effect 
through the cooperation of the local housing 
authority. A test group of 400 families was 
selected from among 800 families, all of whom 
were to move from the slums to a new housing 
project, and a control group of approximately 
600 families, also taken from applicants in the 
housing authority files, was matched as closely 
us possible to the test families. 

We are now at the halfway mark of the 





Based on a paper by Daniel M. Wilner, Ph.D., asso- 
ciate professor of biostatistics, School of Hygiene 
and Public Health, Johns Hopkins University, and 
director of the Baltimore Study of Health and Ad- 
justment, and Rosabelle Price Walkley, B.A., re- 
search associate in biostatistics and assistant director 
of the Baltimore Study of Health and Adjustment. 
Details of the background of this study and a de- 
scription of the study design and study methods were 
published in the American Journal of Public Health 
for June 1956. . 
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study. Our test families have been living 
under rehoused conditions for approximately 
18 months. The data already collected are 
only now being processed and are as yet too 
incomplete to throw light on our hypotheses. 
One of the byproducts of this research will 
be the comparison of findings from the longi- 
tudinal study with findings from an investiga- 
tion of a given population at a single point 
in time—the cross-sectional study. ‘The con- 
trolled longitudinal study has, of 
known theoretical advantages over the cross- 
sectional study in the possibilities of sorting 
out the effects of a single factor—like housing 
quality—on sickness and health, and in recent 
years funds have become increasingly available 
to carry out the considerably more expensive 
The comparison of find- 


course, 


long-term studies. 
ings between longitudinal and cross-sectional 
studies covering the same ground is valuable 
at this time because it will be possible, using 
identical measures, to test the efficacy and 
soundness of conclusions to be drawn from 
ach type of investigation in a concrete case. 

The comparison between the two types of 
studies is possible in our case because the data 
we have collected regarding both test and con- 
trol groups at the outset of the study parallel 
very closely the kinds of data collected in the 
traditional cross-sectional study; at that time 
the test families had not yet moved, as a bloc, 
into “good” housing, and were, by and large, 
living in the same general neighborhoods as 
were the control families. Thus, we may 
combine all 1,000 families into a single group 
without considering for the moment which are 
test and which are control families. To com- 
plete the model of the cross-sectional study, we 
may now compare the physical and mental 
health of the relatively well-housed and the 
relatively ill-housed within this “single” sample 
of families. 

In this paper, we will present some results 
dealing with the relation of housing to mental 
health and adjustment of families derived 
from the cross-sectional aspects of the study, 
and we will have occasion to discuss some diffi- 
culties of interpretation in this type of study. 
Furthermore, even though our longitudinal 
data are as yet incomplete, we are in a posi- 
tion to point out some of the apparent ad- 
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vantages of the longitudinal over the cross- 
sectional study; we will also illustrate some of 
the grave difficulties we have encountered in 
carrying out a longitudinal study. 


The Cross-Sectional Study 


As the basic independent variable of the 
study, we have been making extensive measures 
of the housing environment of our families. 
From these extensive measures we have so far 
developed only a fairly crude index of housing 
quality, although we expect in the future to 
amplify and refine the index. The present 
crude index is based on nine factors, such as 
presence or absence of toilet or hot running 
water, sharing of kitchen or bathroom, vermin 
infestations, extent of crowding, and general 
structural condition. 

To illustrate the cross-sectional type of 
study, we have compared two groups sampled 
from our 1,000 families. One group had no 
deficiencies of these rudimentary facilities 
The other 
group had deficiencies in six or more of the 
factors considered—they are the “ill-housed” 
group. It should be pointed out, however, that 
the group with no deficiencies were only rela- 


they are the “well-housed” group. 


tively well-housed. Many would be given a 
low score on an absolute index of housing 
quality. 

At the time of the initial interview, the fe- 
male head of the household was asked a se- 
ries of attitude questions. The answers show 
that more of the well-housed than of the ill- 
housed liked the apartment “a lot,” found the 
neighborhood a good place to live, and liked 
More of the ill-housed 


than of the well-housed reported that lack of 


their neighbors “a lot.” 


space and poor appearance of the apartment 
hampered their entertaining of friends. 

The well-housed were considerably more 
likely than the ill-housed to eat together “al- 
ways”; to find it “very easy” to achieve desired 
privacy; and to consider that they were better 
off in life now than they were 5 years ago. 
The well-housed were also more likely to be- 
lieve that they could better themselves through 
their own efforts; to be optimistic and think 


things were going well; and to be less nervous 
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and less moody. These findings would appear 
to suggest confirmation for the hypothesis that 
good housing leads to greater satisfactions and 
a generally better outlook on life. 

Are these differences due to differences in 
housing quality and to nothing else? Unfor- 
tunately, in the cross-sectional study we cannot 
Both groups appear to be similar in 
Both groups have 


be sure. 
a number of characteristics. 
shown similar social “know-how” in applying 
They are both homogene- 
The total 
family income range is very similar, the me- 


for public housing. 
ous in ethnic background and stock. 


dian for both groups being in the $2,000—$2,500 
bracket; 70 percent in both groups have lived 
in the city for 15 years or longer; education is 
similar, the median level attained in_ both 
groups being junior high school. 

But note these differences: The ill-housed are 
more likely than the well-housed to be on wel- 
fare; to keep house rather than work; to be 
vounger; and to have more children. Seventy 
percent of the ill-housed have three or more 
children compared with 50 percent among the 
well-housed. Although the two groups have 
similar distributions of total family income, 
the fact that the median number of children is 
higher in the ill-housed group means that the 
effective income per person in that group is 
lower: thus the same money must be stretched 
to cover more persons. 

So perhaps factors other than housing might 
account for the differences we have observed 
in attitude and psychological state. In any 
event, there is probably interaction between 
housing and other factors, and we cannot be 
sure about the influence of housing per se. 

For many theoretical and socially practical 
purposes, it is enough to know that all these 
factors seem to be playing some role, perhaps 
in concert. The many cross-sectional studies 
made during the past 30 years have described 
relationships between indicators of social class 
and many kinds of physical, behavioral, and 
social pathologies. But they are sometimes 
difficult to interpret. Cloudiness of interpreta- 
tion is sometimes overcome by careful and 
painstaking secondary analysis, using the tech- 


niques of partial correlation. Such techniques 


are often of little value, however, inasmuch as 
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the elements of social class are generally highly 
correlated with one another. 


The Longitudinal Study 


A controlled longitudinal study holds the 
promise of answering many of the vexing prob- 
lems of interpretation that beset the single- 
point-in-time study. For example, if two 
groups who are to undergo differential housing 


experience are very similar at the beginning 


of the study and if the character of the housing 
they occupy is the only difference between them 
during the period of the study, then any dif- 
ferences between them at the conclusion of the 
study can logically be attributed to housing. 
Furthermore, a sounder base for more refined 
analysis is possible. Thus, we may suspect that 
families at different income levels are not 
equally affected by differences in housing. — It 
may be that when we contrast the well-housed 
and the ill-housed among families of low in- 
come, the effect of housing is quite large. The 
effects of housing at higher income levels may 
be negligible. In any event, in the controlled 
longitudinal study, we have the possibility of 
pulling housing out of the circular chain that 
confounds interpretation of single-point-in- 
time studies. On logical grounds, when one is 
interested in the precise effects of a single vari- 
able, the controlled long-term study is superior 
to the single-point-in-time study. 

The difficulties of the longitudinal study be- 
gin when one attempts to insure the basic 
assumptions of such a study; for example, the 
assumption of initial comparability of the two 
groups under examination. Another difficulty 
arises from the problem of attrition from both 
test and control groups. <A third difficulty 
arises from staff and field practices that are 
intrinsic to long-time studies, such as maintain- 
ing uniformity of interviewing procedures over 
a period of time and at any one time of insuring 
identity of procedure with both test and control 
groups. 


Comparability of Test and Control Families 


In matching as closely as possible the test 
and control families for our study we found 
that selection of particular families for the test 


Vol. 72, No. 7, July 1957 


group was influenced to some extent by the 
families available for the control group. For 
example, we tended to avoid choosing as test 
families those with certain characteristics of 
age and number of children because that cate- 
gory of families was in short supply in the con- 
trol pool. Similarly, we tended to avoid an 
excess number of small-sized families because 
the probabilities were higher that these fam- 
ilies would be rehoused during the course of 
the study and thus drop out of the control 
group. 

After the first matching of test and control 
families and the initial interview, we reviewed 
the goodness of matching and were able to revise 
the control group to improve matching. We 
are now satisfied that we began our study with 
two well-matched groups of families. 

But here is the price we paid. Our groups 
contain no white families and relatively few 
Negro veteran families. Thus, we probably 
have a somewhat unrepresentative sample of 
typical housing applicants. We were willing 
to pay this price, since the range of family types 
and of personal characteristics of individuals 
remaining in our groups is still suflicient to per- 
mit the drawing of comprehensive generaliza- 
tions from our findings. 

Almost all sample surveys suffer losses from 
the initially defined samples because of refusal 
to cooperate in the study, “nonlocates,” and 
respondents not at home. For single-visit 
studies the usual loss is from 6 to 10 percent. 
In analyzing the data, the usual procedure is, 
regrettably, to ignore losses, on the assumption 
that they divide themselves on all issues as do 
the bulk of the sample remaining in the study. 
Sometimes this procedure damages the interpre- 
tation considerably. 

In a controlled longitudinal study, perma 
nent losses may cripple a study before its an- 
nounced termination date. We visit each fam- 
ily every 10 weeks during the “after” period of 
the study. If the usual 6 to 10 percent loss 
occurred during each series of home visits, three 
afterwaves of interviewing might result in an 
18 to 30 percent loss. Permanent losses of this 
magnitude could make sound conclusions from 
the study almost impossible to draw, especially 
if there is reason to believe that the attrition is 
biased in some way. 
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We find that the intactness of a sample over 
time is a direct function of the efforts made to 
obtain the interviews. As a result of consider- 
able expenditure of effort, we have kept losses 
to little more than 1 percent per wave of inter- 
viewing. 

Our study, however, suffers from another 
kind of loss. Since our control families are 
applicants for public housing, some are even- 
tually awarded apartments in one or another of 
the city’s housing projects. This improvement 
in housing for some of our control families can 
only mean a lessening of the difference in hous- 
ing quality between the initially constituted 
test and control groups, and may make it harder 
for us to detect dependent variable differences. 
We are, however, reluctant to drop these fam- 
ilies altogether since there may be some bias in 
who makes the move, so we are continuing to 
interview these control families even though 
they no longer live in the slums. We also plan 
to use this group for a special analysis, since we 
will have several “before” measures prior to the 
improvement in housing. 


Staff and Field Procedures 


That interviewers will vary in performance 
is an established fact in survey interviewing. 
Such variations may affect the nature and qual- 
ity of responses. In many single-visit surveys 
this problem is neglected and such neglect may 
distort the findings. 

In a longitudinal study, we are faced with not 
only the ordinary between-interviewer varia- 
bility but also with between-wave variability, 
and possibly, most dangerous of all, between- 
group variability. All three kinds of varia- 
bility may have influence on the data and in 
general can only partly be corrected for at the 
time of analysis. 

In our study we are using a series of proce- 
dures of assignment and quality control which 
appear to be useful in curbing these variabil- 
ities. For example, within a wave, we are as- 
signing to each interviewer the twins of a 
matched pair of families. The between-wave 
and between-group variability is 
through the efforts of a team of field supervisors 
whose business it is to keep track of interview 


curl ved 


quality. The supervisors observe each inter- 
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viewer in the conduct of actual interviews at 
least once each week during a wave; question- 
naires are reviewed and errors and inconsist- 
encies are pointed out to the interviewer; 
finally, a sample of each wave is postenumer- 
ated with a brief questionnaire to verify the 
facts reported in the original interview. 
Single-visit and longitudinal surveys differ 
in other ways. For one thing, the financial out- 
lay necessary to do a long-term study in a sound 
manner is, we estimate, 5 to 7 times that for a 
same 


single-visit study which covers the 


ground. Proper implementation of the study 
design in a longitudinal study requires enor- 
mous outlay in personnel and time. 

Another difference between the two methods, 
and one which rarely receives attention, is the 
differential impact on the researchers them- 
selves. In many single-visit studies, the basic 
findings are understood and the hypotheses are 
confirmed or not within a year from the onset 
of the field work. In our study, even after 214 
years of activity we are without major findings 
and with none in sight for perhaps another 
year. 


Prognostic Indicators 


In Mental IIlness 


With the advent of specific thera- 
pies in the field of mental disease, it 
has become essential to determine 
/ for each patient the particular ther- 
apy from which he is most likely to benefit. 
This is a different picture from earlier days 








Based on a paper by Joseph Zubin, Ph.D., principal 
research scientist, Eugene 1. Burdock, Ph.D., associ- 
ate research scientist, Samuel Sutton, Ph.D., senior 
research scientist, and Frances Cheek, M.A., assist- 
ant research scientist, all members of the staff of 
biometrics research, New York State Department 
of Mental Hygiene. Dr. Zubin is also professor of 
psychology at Columbia University. This study 
was aided by Project M-586C under a grant from 
the National Institute of Mental Health, Public 
Health Service. 
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when the one universal method of treating all 
mental patients was custodial care. 

Prognosis is the only method available at 
the present time which makes possible the iden- 
tification of patients who do or do not get well 
under current therapies. Moreover, in devel- 
oping experimental designs for the evaluation 
of a new therapy, it is important to know the 
prognosis of each patient under nonspecific 
therapy in order to establish control groups. 

Prognosis is always difficult because it is pre- 
diction. In the field of mental illness prog- 
nosis faces special difficulties. The disease 
entities are poorly defined. Knowledge re- 
garding the natural history of the illness is 
lacking. The potential of the therapist as a 
factor influencing outcome of the illness is var- 
iable. Objective criteria for gauging the 
mental patient’s improvement do not exist. 
Valid followup data on discharged patients 
are lacking. 

There are at least three types of prognostic 
indicators in mental illness: psychological test 
prognoses, psychiatric prognoses, and social 
work prognoses. All three are useful. But 
most prognoses have been impressionistic, and 
their overall accuracy has been low. It is essen- 
tial that greater objectivity be introduced in the 
prognostic approach to mental disease. 


Three Prognostic Indicators 


An analysis has been made of 183 articles 
which reported studies on the relationship be- 
tween psychological test performance and out- 
come of mental illness. Many of the studies 
failed to demonstrate empirical justification 
for the conclusions drawn, and there was little 
agreement in findings among the studies. 

In future research on prognosis through psy- 
chological tests, variables must be controlled to 
a much greater extent than has been customary 
in the past, if reliable prognostic indicators are 
to be discovered. The patient population must 
be described in all pertinent detail, the condi- 
tions of therapy stipulated, and objective cri- 
teria of outcome presented. The experiment 
must deal with relatively homogeneous popu- 
lations and conditions. Findings should be re- 
ported in terms amenable to statistical evalua- 
tion, and must be subjected to cross validation. 
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Until recently most of the tests used were of 
the conceptual type. There is a growing need 
for developing tests and techniques for sam- 
pling the entire range of human responsiveness : 
physiological, sensory, perceptual, psychomo- 
ter, and conceptual. 

Data in the studies reported in some 800 ar- 
ticles which had bearing on the value of psy- 
chiatric prognoses have been analyzed trait by 
trait in an effort to determine the relevance of 
‘ach trait to outcome of illness. Traits were 
classified under such headings as_ physical 
characteristics of patient, emotions, thought 
processes, course of disease, and so on. A ma- 
jority of the studies failed to give sufficient 
data about the nature of the patient or the 
therapy, and so results of the analysis must be 
regarded as tentative. It seemed that for 
about 10 percent of the traits, specific therapy 
showed an advantage; for another 10 percent, a 
disadvantage; and that for about 80 percent, 
the direction of prognosis was unchanged from 
that expected under nonspecific therapy, re- 
gardless of the type of therapy employed. 

Investigation is being made of the back- 
ground information of some 200 patients, with 
all the prognostic traits included. From these 
data it may be possible to make pattern analy- 
ses of the constellations of prognostic indica- 
tors, which may be more helpful in evaluation 
of outcome than are single traits taken one at 
a time. 

A pilot study of the relationship between 
home environment and outcome of illness of 51 
schizophrenics, using data from the case rec- 
ords on social workers’ preconvalescent evalua- 
tions of family environment and of convales- 
cent adjustment, indicated that, in a 1-year 
followup, those with “good” homes showed 
poorer outcome in terms of “in” or “out” of the 
hospital than those with “poor” homes. How- 
ever, when their case histories were analyzed 
and indexes of pathology based on a study of 
the literature on prognosis were constructed, 
those with “good” homes also tended to show 
more pathology than those with “poor” homes. 

In a subsequent study of these 51 schizo- 
phrenics by a group of 6 social workers, a set 
of criteria for good, fair, and poor homes was 
developed. The criteria included emotional as 
well as physical factors in the home. The social 
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workers were also responsible for the system- 
atic collection of data through interviews with 
patients and families. The criterion of out- 
come used was number of readmissions to 
Brooklyn State Hospital or other mental hos- 
pitals since 1953. 

The findings of the study showed that out- 
come of illness both in good homes and in poor 
homes was worse than outcome in fair homes. 
As to pattern of rehospitalization, in the cate- 
gory of good homes there were shorter and 
more frequent hospitalizations; in that of fair 
homes, less frequent hospitalizations, whether 
long or short; and in that of poor homes, pri- 
marily short and very frequent hospitaliza- 
tions. Degree of pathology was not taken into 
consideration in this study, but it was hypoth- 
esized that poor outcome in the poor homes 
might reflect the environmental factor. 

A study of 230 schizophrenic patients is now 
in progress to test the interrelationships of de- 
gree of pathology, home environment, and con- 
valescent adjustment. Degree of pathology 
will be defined by an index based on case his- 
tory items. Hlome environment and also con- 
valescent adjustment will be evaluated by so- 
interviews 


cial workers through structured 


with the family and the patient. 


Criteria and Measures 


Objective criteria of outcome in mental ill- 
ness are needed, and efforts are being made to 
develop them. 

An index of stability of outcome is obtained 
by computing the percentage of time, within a 
specified followup period, which the discharged 
patient spent in the community before being 
readmitted to the hospital. He may return 
several times during the followup period, or he 
may not return at all, in which case the rating 
is 100 percent. This kind of index is regarded 
as a more basic measure of outcome than the 
much-used but undefinable terms “improved” 
and “in and out of hospital.” 

An immobility index, which may range from 
| to 24, is obtained by dividing number of 
months spent in the hospital within a 2-year 
period by number of moves into the hospital, 
The 2- 


year period was chosen because several earlier 


counting first admission as first move. 
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studies had demonstrated that most patients 
who remain in the hospital longer than 2 years 
have a constant and very low discharge rate. 
The level of the patient’s adjustment in his 
family and the community is another criterion 
of outcome. In a current study a social worker 
interviews the discharged patient and his fam- 
ily at specified intervals to obtain data on the 
quality and quantity of interaction by the pa- 
tient with his roles in the family, at work, and 
interview 


standard 


in the community. A 


schedule is used. An attempt will be made to 
assign weights to items in order to construct an 
index of convalescent adjustment. 

The patient’s adjustment while in the lhos- 
pital is also being studied. Behavior scales 
have been developed for use by ward attend- 
ants, the items so worded as to minimize con- 
fusion about meaning and so interspersed as 
to minimize the halo effect. An attempt will 
be made to see how much information each 
item conveys and to construct an index of hos- 
pital adjustment. 

A very important problem facing the biome- 
trician is that of integrating the variety of 
measures obtained from all New 
methods to do this must be found, employing 


sources, 


techniques suitable for the analysis of the mdi- 
vidual as well as of the group. Two tech- 
niques—the agreement score and the distance 


score—are being utilized. 


Epidemiology 


Until recently epidemiologists of mental ill- 
ness have been concerned chiefly with etiology. 
Epidemiological factors, such as paranatal in- 
fluences, familial incidence, national origins, 
arly development, parental attitudes, employ- 
ment, neighborhood environment, have been ex- 
amined for their etiological import, but their 
significance for outcome has not been empha- 


sized. Yet all such epidemiological factors 
loom large in the welfare of the patient. They 
are an important tool in rehabilitation. They 


are of consequence in relieving or preventing 
stresses that may aggravate the improved pa- 
tient. Even if treatment is only on an amelio- 
rative level, epidemiological factors become the 
chief source of maintenance of the patient in 
the community. 
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The achievements of epidemiology in ward- 
ing off the effect of epidemic physical disease 
have been notable. Great need exists to have 
the epidemiological approach extended to the 
field of mental illness to discover what good it 
can achieve. 


Seasonal Variations 


In Admission of Aged 


\ The increasing number of the aged 
\ admitted to mental hospitals is 
shown by Benjamin Malzberg, Her- 
bert Goldhamer, and Andrew Mar- 
shall and others as a rising trend, believed to 
be the result of increasing rates of admission 
as well as increasing numbers of aged persons. 
To what extent do such increases reflect de- 
mands for hospitalization rather than a real 
rise in the incidence of psychoses of the aged ¢ 
This is a matter for further investigation. 
Mental hospital admissions of the aged are 
being studied by the New York State Mental 
Health Research Unit in Syracuse. Sys- 
tematic patterns of hospital admissions within 
Syracuse, as well as systematic differences in 
the rates of admission from different commu- 
nities, have been observed and reported. More 
recent findings relating to seasonal distribu- 
tions of mental hospital admissions of persons 
65 or more years old in upstate New York dur- 
ing the 7-year period 1944 through 1950 are 





reported here. 

Upstate New York includes the entire State 
except New York City. For State and li- 
censed mental hospitals during the 7 years, the 
total number of admissions of persons 65 or 
more years old with diagnoses of cerebral ar- 
teriosclerotic and senile pyschoses was 13,800. 
Of this number, 6,550 were men and 7,250 were 





Based on a paper by Isabel McCaffrey, M.S., asso- 
ciate biostatistician, Joseph Downing, M.D., acting 
director, and Eugene Rogot, A.B., senior biostatis- 
tician, all of the mental health research unit, New 
York State Department of Mental Hygiene. 
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women. The seasonal pattern of rates of ad- 
mission, computed on an average annual basis 
for 2-month periods beginning with January— 
February and ending with November—Decem- 
ber, was markedly different for men and 
women (fig. 1). There was a single peak (32.5 
per 10,000 of the population) for women in 
the July-August period, whereas the rates for 
men appeared higher in the first 3 than in 
the last 3 study periods of 2 months each. 
Although rates for single years are not shown, 
we believe that there was a high degree of con- 
sistency in these patterns from year to year. 
This unexpected finding led to study of the 
records of admissions of persons 65 or more 
years old to the Marcy State Hospital in 1949 
through 1955. The hospital district had an 
Figure 1. Rates of first admissions for psychoses 
of the aged, by month of admission, upstate 
New York mental hospitals, 1944-50, and 


Marcy State Hospital, 1949-55. 
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estimated total population approaching 600,000 
in 1950. Approximately 60,000 were 65 or 
more years old. Half of the district popula- 
tion lived in Onondaga County, which includes 
Syracuse. Five other cities in the district had 
populations of 10,000 or more in 1950; the 
largest, Rome, had a population of 42,000. 

The number of admissions in the Marcy 
State Hospital study was 1,354. The seasonal 
patterns in the rates of first admissions of pa- 
tients with old age psychoses from this district 
(lower part of fig. 1) are thought to resemble 
those of the upstate area for both men and 
women, although the differences between the 
high and low points in the Marcy district were 
approximately twice those of the upstate New 
York area as a whole. 


Figure 2. Rates of first admissions to Marcy 
State Hospital for psychoses of the aged, by 
month, according to source, 1949-55. 
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Of the 1,354 admissions, 15 percent had been 
patients in general hospitals at the time of 
admission. Another 26 percent had_trans- 
ferred from other local institutions such as 
nursing homes, homes for the aged, and county 
homes. Hospitals and other institutions con- 
tributed 41 percent. 

Other studies have shown that significant 
numbers of mentally ill patients may be found 
in such local institutions. It is apparent from 
the Marcy State Hospital data, however, that 
a significant number of mentally ill patients in 
this age group are transferred also to mental 
hospitals. The proportion of patients in local 
institutions who undergo such transfer is un- 
known, but the proportion of such transferred 
patients among State mental hospital admis- 
sions is large. Such transfers may be a factor 
in the seasonal variation of admissions. 

As shown in figure 2, the admission rates 
for men were higher than those for women 
in the group admitted from community insti- 
tutions. No excess in male over female rates 
was found, however, for those admitted from 
other sources. Likewise, the difference in the 
seasonal pattern of admissions for male and fe- 
male patients appeared only among those ad- 
mitted from community institutions. 

The difference in the total male and female 
rates of admission from community institu- 
tions could have come about as a result of rela- 
tively large male populations in institutions 
such as county homes, or it may have resulted 
from the selection by such institutions of men 
rather than women for transfer to State mental 
hospitals. Other selective factors in mental 
hospital admission may be suggested by the 
difference in the male and female seasonal dis- 
tributions of admissions from local institutions. 

A group of 139 patients admitted from pri- 
vate residences died within one month follow- 
ing admission to the Marcy State Hospital. 
This group, however, is believed to be too small 
to have much bearing on small seasonal dif- 
ferences. The symptoms and behavior char- 
acteristics of the admissions were classified into 
eight groups. 

Disorientated and confused, including statements 
such as “deteriorated,” “forgets,” “does not recognize 


family,” “irrational, rambling,” “understands noth- 


ing.” 
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Unmanageable and disturbing to others, including 
such statements as “irritable,” “needs restraints in 
bed,” “noisy,” “screams,” “refuses care,” “runs away,” 
“wanders,” “uncooperative.” 

Excited, including such statements as “agitated,” 
“sleepless,” “restless,” “overactive. 

Hallucinations or delusions, or both, including state- 
ments such as “imagines things,” “talks to dead per- 
sons.” 

Depressed, including “apathy,” “despondent,” “does 
not eat,” “retarded,” “wants to die.” 

Destructive, including “abusive,” “assaultive,” “bel- 
ligerent,” “breaks things,” “strikes other people,” “vio- 
lent,” “throws things.” 

Paranoid, ineluding “argumentative,” 
everybody against him,” “suspicious attitudes.” 

Suicidal, including suicidal threats. 


99 66 ” 


9 66 


“believes 


Except for suicide, the symptoms above ap- 
peared in more than a third of the patients 
admitted in the early summer. Destructive 
behavior appeared in 47.8 percent and depres- 
sion in 36.4 percent. The differences between 
the observed and expected distributions (33.3 
percent in each 4-month period) were signifi- 
cant at the .001 level for those who were either 
confused or disoriented, or both, and those who 
were destructive, unmanageable, or excited. 
The distribution of admissions with recorded 
hallucinatory symptoms was significantly 
different from the expected distribution at the 
.01 level. 

These findings are based on the 658 patients 


admitted from private residences and sur- 
viving more than 1 month following admis- 
sion. The effects of possible selective factors 
associated with transfers from local institutions 
and terminal physical conditions are believed 
to have been minimized. Whether summer- 
time increases in admissions of the psychoses 
of the aged and groups of symptoms and other 
characteristics considered separately suggest 
actual increases in either the prevalence and 
severity of the disease, or both, at that season 
cannot be determined from these data. Sum- 
mer increases in rates of hospitalization might 
also be due to changes in transportation, or to 
seasonal changes in problems of home care and 
supervision. 

Of the many plausible hypotheses that 
might be suggested, however, some are of epi- 
demiological significance. These are con- 
cerned with the natural course of the disease 
process and its manifestations. Others are of 
community interest in that they are related to 
variations in needs for facilities for the care 
of the aged. 

Little is known about the circumstances that 
determine when the family of a patient will 
seek care in a mental hospital rather than a 
local facility or undertake to provide necessary 
care and supervision in the home. 


Study of Fine Particle Techniques 


A course on fine particle techniques will be conducted at the 
~ 1 ~ 
Robert A. Taft Sanitary Engineering Center, Public Health Service, 
7 


August 5-9, 1957. 
fee. 


Enrollment is by application; there is no tuition 


The course is designed for professional personnel concerned with 
investigation of particulate matter in atmosphere. Some of its major 
topics are: physical and chemical properties of small particles, sam- 
pling equipment, particulate quantification, size measurement, fine 
particle statistics, radioactive particulates, and biological particulates. 

Address requests for further information to Paul Woolrich, chief, 
Air Pollution Training, Robert A. Taft Sanitary Engineering Center, 
4676 Columbia Parkway, Cincinnati 26, Ohio. 


Vol. 72, No. 7, July 1957 











mental health 


Interstate Cooperation in Mental Health 


SIDNEY SPECTOR 


NLY a decade ago journalists, commenta- 

tors, and other analysts were searing our 
newspapers with blazing portraits of inhuman 
conditions in the Nation’s mental hospitals. 

They indicated with passionate intensity the 
brutality and neglect, the barbaric use of physi- 
cal restraints and seclusion, the unbelievable 
decay and deterioration of buildings, the terri- 
ble portent of jamming almost a half million 
people into hopelessly overcrowded facilities. 

They portrayed bedlam and despair. They 
wrote that physicians were so encompassed 
with the burden of patients that little or no time 
could be given to active treatment. Lack of 
adequate therapeutic equipment intensified the 
tragedy. Lack of adequate funds meant low 
salaries, poor housing, exhausting working 
hours, and harassed administrators who could 
give little encouragement to research and to 
the establishment of a scientific environment. 
The relatively low recovery rate of mental 
patients induced defeatism and led to custody 
instead of treatment and cure. 

Albert Deutsch summed it all up “as the 
tragic evidence of accumulated decades of neg- 
lect, public apathy, legislative penury, and ad- 
ministrative despair.” But in October 1954, 
when Deutsch addressed the annual meeting 
of the National Association for Mental Health, 
he pointed to dramatic advances in recent years 





Mr. Spector, director of the Interstate Clearing House 
on Mental Health, Council of State Governments, 
was formerly director of research of the council. 
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in State after State. He was aware of the 
sobering fact that too many mental hospitals 
still were being operated on a custodial and not 
on a therapeutic basis. But, after surveying 
the progress of the last decade, he felt no hesi- 
tation in predicting that “barring man-made 
cataclysms the next decade will see more ad- 
vances in the war against mental disease than 
were registered in any previous century.” 

In this development, political leadership in 
the States has played, and will continue to play, 
a key role. With more than 85 percent of all 
mental patients in State mental hospitals, per- 
ceptive candidates for public office are sensitive 
to the most rapidly rising form of expenditure 
by State government. At this point they are 
alert. to the proposition that a heavy investment 
in preventive techniques, personnel, training, 
research, intensive treatment, and rehabilita- 
tion, not custody, is the only effective alterna- 
tive to continuing costly construction of hos- 
pitals for mental patients. 

In addition, during and after World War 
Il, mental 
feature of the general social climate, and plans 
for its treatment emerged as a natural political 
phenomenon. I am reminded of a legislative 
district in which two competing candidates for 
a State election vied fiercely with one another 
in their promises of solving the problems of 


illness gained recognition as a 


emotionally disturbed children. “Emotionally 
disturbed children” sounds so eloquent, so mel- 
lifluous and pear-shaped, and produces such 
favorable visceral reactions that I predict an 
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intensive, perhaps excessive, concern for this 
one element of mental health. 

The essence of progress in many fields at the 
level of concrete action in a democracy is the 
assumption of service responsibilities by po- 
litical parties competing for electoral advan- 
tage. Out of this political ferment, which 
Deutsch, in his fine phrase, has labeled “a 
stirring in the States against mental disease,” 
has emerged a glowing, intense concern for hu- 
man welfare. The postwar convergence of 
political campaigns, costs, climate, and con- 
science led to a genuine humanitarian drive to 
treat the mentally ill and return them to pro- 
ductive lives as quickly as possible, to identify 
and treat mental illness early, to prevent un- 
necessary hospitalization, to educate for and 
promote mental health. 

As a result, public leadership in State legis- 
latures and executive departments is devoting 
more thought, time, and energy to mental 
health and related issues than at any time in 
our recent history. In many ways mental 
health services have become crucial tests of the 
survival of State government in a Federal 
system. 

The long-term trend whereby the centers of 
important economic and political decisions 
move farther and farther away from the indi- 
vidual within his local government and toward 
higher levels will not be arrested by emotional 
slogans. They are rather directly related to 
the degree to which State governments assume 
their responsibilities and fulfill their obliga- 
tions as responsive government units. As the 
Kestnbaum Commission on Intergovernmental 
Relations stressed in a basic document (7), the 
sinews of the Federal system can only be rein- 
forced when State and local governments 
effectively and efficiently provide the services 
the people demand and raise on their own the 
financial resources to pay for these services. 


A Decade of Progress 


What then are some of the accomplishments 
of the last decade which, because of urgent, im- 
mediate unfulfilled needs, go too often unob- 
served ? 

Measured in dollars and cents, the States in 
1954 spent for mental health care approximately 
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3 times the amount spent in 1945, and the sums 
for salaries and wages quadrupled. Within 
individual States the increases for salaries and 
wages were even more spectacular: Arkansas, 
almost 400 percent ; Connecticut, about 400 per- 
cent; Delaware, 550 percent; Kansas, 650 per- 
cent; and North Carolina, 450 percent. 

Figures for daily per patient costs for main- 
tenance and operation of hospitals underline 
the same story. The average for the United 
States increased from $1.06 in 1945 to $2.84 in 
1954. Here, again, within numerous individ- 
ual States the increases were likewise spectacu- 
lar: Connecticut, 230 percent; Delaware, 235 
percent; Kansas, 450 percent; Nebraska, 275 
percent; New York, 131 percent. 

Of course, much of the rise resulted from an 
increase of some 50 percent in the general price 
level. But the average for the Nation came 
to 168 percent, or more than 3 times the price 
level increase. 

Actually, however, the relative burden on the 
taxpayer did not change that much during the 
period since national income per capita also 
rose 105 percent from 1945 to 1953. The aver- 
age person had more than doubled his income 
and was in a position to support public services. 

Measured in personnel, the number of physi- 
cians in State mental hospitals almost doubled ; 
psychologists increased 574 percent; social 
workers, 165 percent; graduate nurses, 107 per- 
cent; attendants, 112 percent. General staff- 
patient ratios, despite a 17 percent rise in resi- 
dent population and a 39 percent increase in 
first admissions, also climbed 76 percent. 

With respect to organization and adminis- 
tration, mental health departments have been 
reorganized and revitalized in many States for 
a more effective, coordinated approach toward 
preventing mental illness and promoting men- 
tal hea!th. Twelve States now have formal 
departments of mental health or hygiene: Cal- 
ifornia, Cormnecticut, Kentucky, Massachusetts, 
Michigan, Montana, New Hampshire, New 
York, Ohio, South Carolina, Tennessee, and 
Virginia. 

About half the 48 States have consolidated 
mental hospital and mental health services 
within one department, either a department of 
mental health or welfare or institutions. <A dis- 
tinct trend in the last decade is the centering 
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of administration of all State hospitals in one 
department under a single commissioner ap- 
pointed by the governor. Also discernible is 
a pattern of integration of community services 
with the mental hospital agency, whether the 
agency be a department of mental health, wel- 
fare, institutions, or, as in two instances (Idaho 
and Indiana), a department of public health. 

Even more important, however, is the mature 
recognition that many agencies of government 
at all levels—health, welfare, corrections, edu- 
cation—are heavily engaged in mental health 
services, and that cooperation and coordination 
are far more urgent than simple structural cen- 
tralization. 

Measured in discharges of patients to active 
community life, progress is significant. In some 
hospitals at least 80 percent of first admissions 
are discharged within a year, and a return of 
60 percent to the community is becoming com- 
mon. Asa matter of fact, my impression from 
traveling in the various States is that hospital 
populations are leveling off or lessening. State 
after State is issuing reports and statistics in- 
dicating surprise and delight at the trend. 
What the reasons may be, whether the trend is 
meaningful or not is still too early to determine. 

With respect to the legal framework of men- 
tal illness, States are adopting modern codes 
in line with the concept that .a mental patient 
is a medical problem, not merely a subject for 
legal action pointing to institutional isolation. 
In this connection, particular tribute should 
be paid to New York State’s Joint Legislative 
Commission on Interstate Cooperation, which 
initiated the development last year of the In- 
terstate Compact on Mental Health, and which 
joined Connecticut this year in adopting the 
compact, 


Interstate Compact on Mental Health 


I believe that the Interstate Compact on 
Mental Health, formulated and approved by 
the Northeast State Governments Conference 
on Mental Health, is a milestone in the history 
of improving the conditions of the mentally ill. 
Wide adoption of the compact by all States 
would put an end to the arbitrary shipment of 
mental patients around the country. 

For the first time, it is recognized and as- 
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serted on an interstate basis that a person’s 
eligibility for hospitalization does not pri- 
marily depend on length of residence in a par- 
ticular State or on archaic, complicated legal 
definitions. It is mainly a function of a pa- 
tient’s medical disability. Under the compact a 
person needing hospitalization for mental ill- 
ness or mental deficiency is eligible regardless of 
residence requirements. Where the patient will 
be ultimately hospitalized or transferred will 
also be a question for medical determination in 
his best interest. The compact also provides for 
supervision of a patient on convalescent status 
who may have to be sent to another State in 
order to be with relatives or close friends. 

There has been real progress in the States, 
and a new hope for the mentally ill is born. 
But this is no time merely to consolidate gains. 
I have been concerned about the feeling among 
some States, which in recent years have in- 
vested large sums in attacking mental disease, 
that it is time to consolidate financially and 
stabilize. Other functions press forward and 
compete for limited resources. The cycle of 
interest may have hit its peak in some instances. 

Despite the foregoing catalog of continuing 
progress, all of us are only too painfully aware 
that we have hardly reached the crawling stage 
in the field of mental health. To begin to cite 
the figures on personnel needs alone is to make 
the situation look hopeless. To set down real- 
istic estimates of building requirements pro- 
duces figures of prohibitive, well-nigh fantastic 
proportions. 

“aced with problems of such magnitude, the 
States are joining forces in attempting a com- 
mon solution through regional cooperation. 
Regional cooperation permits each participat- 
ing State to obtain maximum benefit from the 
total resources of an area rather than rely 
upon facilities within its own limited geo- 
graphic boundaries. 

If resources would permit, each State in- 
dividually might choose to provide centers for 
the training of all persons in each of the mental 
health specialties. However, it is sheer folly 
for every university and for every State to 
build and maintain its own medical school with 
training in every specialty or its own school of 
public health, of nursing, of social work, or of 
psychology. Rising costs—and the coming 
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rise of student enrollments—and especially 
the scarcity of magnetic teaching staff suggest 
that the goal of complete self-sufficiency in 
higher education is a delusion. 

“Few institutions and few States,” declared 
Harold Enarson, director of the Western Inter- 
state Commission for Higher Education, “can 
do first-class teaching and research in all fields 
of knowledge. The only sensible approach is 
for each State and each school to do what it can 
do best, and beyond that, to pool resources.” 

It is preferable by far that a group of States 
support one teaching or clinical training center 
which can achieve accreditation and prestige 
than that each individual State maintain an iso- 
lated unaccredited center lacking the financial 
resources for adequate training. 


Southern Regional Education Board 


The most advanced example of interstate co- 
operation in mental health is the Southern 
Regional Education Board’s pooling of the men- 
tal health resources of the southern States. The 
board was created in 1948 by the Southern Gov- 
ernors’ Conference through an interstate com- 
pact of 14 southern States. Action by West 
Virginia and Delaware in 1955 brought the total 
membership of the board to 16 States: Alabama, 
Arkansas, Delaware, Florida, Georgia, Ken- 
tucky, Louisiana, Maryland, Mississippi, North 
Carolina, Oklahoma, South Carolina, Tennes- 
see, Texas, Virginia, and West Virginia. 

The Southern Regional Education Board is 
authorized to enter into agreements with States, 
educational institutions, and other agencies in 
providing adequate services and facilities in 
graduate professional and technical education. 
Under its aegis a student does not pay out-of- 
state fees when he goes out of State to school. 
The sending State pays an additional fee to the 
receiving school. 

For example, Mississippi since 1949 has pur- 
chased places for 269 students in regional 
schools of medicine, veterinary medicine, and 
dentistry. Mississippi contributed almost $1 
million to professional education outside the 
State, but it would have cost the State at least 
$8 million to build and operate the necessary 
schools during the period from 1949 to 1956. 
Thus the State estimates a saving of $7 million 
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in these professional fields alone through the 
regional compact. 

Interstate cooperation in the south has ob- 
tained needed services for the States without 
duplication and at minimum cost. The facili- 
ties of a $2- or $3-million school are provided 
for professional students at a cost of a few 
thousand dollars annually. Qualified students 
are assured of schooling without having to pay 
out-of-state fees. Participating universities 
have broader financial support to provide 
stronger faculty and better facilities. 

The program has made sense to governors and 
legislators. ‘The whole concept has been not to 
erect new regional schools but to strengthen 
and improve existing institutions, building 
upon them and making better use of them. 

Southern regional cooperation in professional 
education was expanded by the Southern Gov- 
ernors’ Conference in 1953 to include training 
and research in the field of mental health. With 
a grant of $50,000 from the National Institute 
of Mental Health of the Public Health Service, 
the Southern Regional Education Board formed 
the Commission on Mental Health Training and 
Research, headed by the Governor of Tennessee 
and composed of public health and university 
officials, legislators, administrators, and repre- 
sentatives of the various mental health pro- 
fessions. 

In addition, the governors each appointed 
State committees, with similar composition, in 
order to bring new and powerful proponents 
into the movement and to undertake surveys of 
resources and needs in each State. A great re- 
gional conference, held in 1954, afforded persons 
from all areas an exceptional opportunity to 
organize for concerted action. The organiz- 
ing conference was followed by a legislative 
work conference in Houston the same year. A 
report was made to the Southern Governors’ 
Conference in November (2). 

The governors authorized the creation of the 
Southern Regional Council on Mental Health 
Training and Research, to be supported by an- 
nual contributions of $8,000 from each State. 

Mental illness is not a problem to be solved; 
rather there are continuing tasks to be under- 
taken. 

The council will serve to expand and improve 
mental health programs in the south and will 
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be an agency for consultation, stimulation, and 
problem solving that no individual State could 
undertake alone. If the south is successful, it 
will have gone a long way toward meeting a 


most pressing obligation. 


Western and Midwestern Developments 


A similar major effort is being made in the 
far west. At a meeting of governors’ repre- 
sentatives in San Francisco, called March 25, 
1955, by the Council of State Governments, a 
resolution was adopted to the effect that the 
Western Interstate Commission for Higher 
Education undertake an appraisal in the west 
of preventive efforts and training and research 
resources in mental health. 

Again, as in the south, official committees 
were appointed by each governor to assist in 
this regional effort. A total of 262 persons 
serve on these State survey committees. The 
composition of the Colorado committee is typi- 
cal of the western and southern groups. A 
State senator who is a former governor and lieu- 
tenant governor is the chairman. The other 
members are legislators, psychiatrists, psychol- 
ogists, social workers, and university heads. 

The National Institute of Mental Health 
again granted funds to finance a mental health 
survey. More than 26,000 people in the west 
were questioned as to where they stand on 
prevention and treatment. Here is an effort to 
pool the entire knowledge of a region in order 
to produce bold, imaginative ideas for full uti- 
lization of all skills in preventing mental ill- 
ness and promoting mental health. 

A successful regional conference was held in 
June 1956 to analyze the regional data and the 
State reports and to prepare recommendations 
for State and interstate action, with especial 
reference to the supply of trained personnel. 
One recommendation of the conference pro- 
posed that the Western Interstate Commission 
establish a regional council on training and 
research in the mental health fields in order to 
encourage cooperative interstate programs in 
this area. The findings and recommendations 
were presented to the Western Regional Meet- 
ing of the Council of State Governments in 
September 1956. The conference approved the 
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report and called for immediate steps to estab- 
lish the Western Council on Mental Health. 
The National Institute of Mental Health 
granted $171,000 for a 3-year period for this 
purpose. All this should result in more effec- 
tive research, better training programs, an in- 
crease of well-qualified personnel, and an 
ever-growing concern of the public with prob- 
lems of mental health. 

A similar survey was also undertaken in the 
midwest in 1954, climaxed by the Midwest 
Governors’ Conference on Mental Health in 
Chicago. It duplicated on a regional basis the 
National Governors’ Conference on Mental 
Health held at Detroit in 1954, and adopted a 
series of resolutions for implementing the 10- 
point program of the national conference (3). 
One proposal suggested that an additional 10 
percent of total State funds for mental health 
ought to be appropriated for training and re- 
search. This became a real, and practically 
realizable, objective for the midwest. 


Northeastern States’ Interest 


In the northeast a somewhat different, but 
equally significant, interstate pattern has de- 
veloped. For many years an exceptionally valu- 
able conference of State mental health authori- 
ties has met annually in this region under the 
leadership of the Public Health Service. At 
its meeting in Hartford, Conn., in 1954, the 
conference decided to expand its purpose and 
membership in line with the recommendation 
for regional conferences included in the 10-point 
program adopted at the National Governors’ 
Conference on Mental Health (3). The group 
altered its name to the Northeast State Gov- 
ernments Conference on Mental Health and re- 
quested the Council of State Governments to co- 
sponsor its meetings and to expand participa- 
tion by inviting budget officers, legislators, rep- 
resentatives of governors, and other State 
administrators. 

The conference is held twice a year. The 
spring meeting is composed primarily of pro- 
fessional workers in mental hospitals and com- 
munity service programs. The fall meeting 
spreads participation to legislators and execu- 
tive officials. An extremely interesting meet- 
ing in Asbury Park, N. J., in March 1956 dis- 
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cussed inpatient services for children, problems 
of mental retardation, and the training of lead- 
ers for community mental health programs. 
The areas of consensus and of difference freely 
arrived at in this conference were examined in 
the fall by representatives of politics, govern- 
ment, and the general public for possible con- 
crete action on an interstate or intrastate basis. 


Listing the Achievements 


Each of these regional developments has been 
particularly effective in bringing about an un- 
precedented community of interest on a re- 
gional basis, a community of interest not only 
within and among professions—a feat in it- 
self—but among governors, legislators, laymen, 
and others. The area of participation and de- 
cision making in a previously somewhat closed 
family unit has widened into the harmonious 
working together of professional people and 
laymen. 

A second achievement is the discovery that no 
State can go it alone, that one of our greatest 
resources is the concept of regional planning to 
which definition has been given by the interstate 
compact device. Here is a major new form of 
permissive governmental organization ready 
for further development. 

A third result was the happy environment 
which brought forth a problem-centered, rather 
than a profession-centered, approach. Con- 
spicuous among these regional movements is a 
concern for problems, rather than prerogatives. 
This, in the field of mental health or elsewhere, 
is no mean accomplishment. 

Fourth, the regional plans are having a great 
impact on individual State programs. No fac- 
tor is more influential in the improvement of 
State government than that of comparison and 
emulation. The voice of a whole region has 
stamped the needs of the mentally ill upon the 
conscience of the public, professional, and poli- 
tical leadership in each State. 

Finally, these regional movements, the dis- 
cussions at each of the last 6 or 7 governors’ 
conferences, the information supplied by such 
organizations as the National Association for 
Mental Health, the National Institute of Mental 
Health, the American Psychiatric Association, 
the American Medical Association, the Council 
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of State Governments, and the numerous other 
agencies in this field have paid off in legislative 
action. 

Throughout the Nation, 1955 was a record 
year as far as financial investment in mental 


One survey showed that 


health is concerned. Vv 
38 out of 42 States had increased appropria- 
tions, thus attracting more personnel to State 
mental hospitals (2). 

Several States provided funds for community 
services for the first time, and many expanded 
their funds beyond any previous appropria- 
tions. Still, the amounts are negligible, except 
in New York State which has approached the 
problem in a somewhat realistic manner. 

But the most conclusive measure from our 
point of view is the funds made available for 
training and research. In these twin focal 
points of national and regional action in 1954 
and 1955, accomplishments are evident. States 
that had never dreamed of investing in train- 
ing and research did so—and spectacularly. 
Of the 12 State legislatures meeting in the 
south in 1955, 8 gave special attention to train- 
ing and research. Nine out of ten State legis- 
latures in the midwest, 4 out of 10 in the north- 
vast, and 1 out of 11 in the far west, where the 
movement really has just begun, likewise em- 
phasized training and research. Funds avail- 
able in 1956 for training and research were 
about 2 to 21% times the amount made available 
in 1953. 

Actually, I have felt that we may be embar- 
rassed today not so much by the lack of funds 
for research as by the inability to spend pro- 
ductively what we already have. Our major 
problem is one of competition for the brilliant 
researchers and the magnetic teachers who will 
know how to use existing funds wisely. 

This dramatic pattern of regional coopera- 
tion in every section of the country touches all 
48 States. Still a crawling movement, its prog- 
This de- 


velopment is not a one-shot affair. Continuing 


ress has probably been overstated. 


mechanisms are being formulated to keep the 
momentum going and accreting. In this way, 
it is hoped that the States can join actively and 
boldly in solving their problems in the field of 
mental health. Mental health programs de- 


vised, financed, controlled, and operated by the 
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States constitute a positive demonstration of (2) Southern Regional Education Board: Mental 
meeting responsibilities and of executing rights. health training and research in the southern 

States. A report to the Southern Governors 
Conference, Boca Raton, Florida, November 
11-13, 1954, Atlanta, 1954. 
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(3) A ten point program on mental health; The Na- 
(1) Commission on Intergovernmental Relations: A tional Conference on Mental Health [Detroit, 
report to the President for transmittal to the Feb. 8-9, 1954: Report of meeting and program 
Congress. Washington, D. C., U. S. Government adopted]. State Gov't. 27: 48-52, 64-66, March 
Printing Office, 1955, 311 pp. 1954. 


Back to Work Movement 


To help restore mental patients to homes, jobs, and family life, 
mental hospitals should be small, open, and close to the hometown. 
Clinical facilities should also be extended to facilitate the care of pa- 
tients in their hometowns and social services strengthened for the 
mentally ill. 

When a family has to travel 600 miles to visit a patient, as some do, 
they tend to lose touch. As for locks and other restraints, Dr. T. P. 
Rees, director of an outstanding open hospital at Warlingham Park, 
England, has found that unruly behavior of mental patients is often 
the result not so much of the disease as of the conditions under which 
patients are detained. Such hospital practices stigmatize the patient 
and place gratuitous blocks in the way of recovery and rehabilitation. 
Thomas A. C. Rennie and others have given practical demonstrations 
of rehabilitation, and M. J. Rockmore and R. J. Feldman have found 
that discharged mental patients are less likely than members of the 
general population to commit serious offenses. Confusion of the legal 
process of commitment with legal competence is another obstacle to 
recovery of the patient. 

—Gerorce S. Stevenson, M.D., consultant for the National Association for 

Mental Health, addressing the 1957 National Health Forum. 
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mental health 


The Rising Tide of Mental Health 


FILLMORE H. SANFORD, Ph.D. 


HE WHOLE mental health enterprise as 

I have seen it in the last year or so seems 
susceptible to certain general observations. I 
submit them with some misgiving, for I was 
reared on down-to-earth correlation coefficients 
and chi squares. While the following declara- 
tive sentences begin earthily, their predicates 
are in the clouds. I pass along these observa- 
tions, 18 of them, with no final confidence in 
them, hoping only that if they are not right at 
least they may be provocative. 

1. There may be both intellectual tickle and 
some utility in conceiving of mental health as 
a social movement, a social movement as vast 
in scope and consequence, perhaps, as the Ren- 
aissance or the Industrial Revolution. We can, 
without being more than mildly insane, regard 
ourselves as having just passed through the era 
of the economic man and as being on the 
threshold of the century of the psychological 
and sociological man. 

2. Evidence for the existence of a significant 
and encompassing mental health movement in- 
cludes such factors as the following: 

The obviously increased public and govern- 
mental concern for the mentally ill. 

The widespread use in all media of communi- 





Dr. Sanford, associate director for scientific studies, 
Joint Commission on Mental Illness and Health, pre- 
sented these observations at the 1957 National 
Health Forum, held March 20-22 at Cincinnati, 
Ohio. Sponsoring the forum’s program on better 
mental health were the 59 national organizations 
making up the National Health Council. 
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cation of psychiatric and psychological con- 
cepts in dealing with human affairs. 

The frequency of use of psychiatric and 
psychological concepts by ministers, lawyers, 
teachers, and other highly visible and influen- 
tial people. 

The popularity of courses in college and re- 
cently in high schools in psychology and mental 
hygiene. 

3. This social movement flourishes in Amer- 
ica because of such factors as (a) the high 
standard of living, (0) the relative freedom 
from the ravages of disease, (c) a relative 
freedom from, or nakedness of, tradition, (d) 
the speed and volume of communication, (e) 
the promulgation and acceptance of a naturalis- 
tic, cause-and-effect view of human behavior— 
a view which, right or wrong, places a great 
faith in natural man’s ability to take thought, 
to apply knowledge, and thereby to cure his 
own ills and to advance his own welfare. There 
is a concomitant fading of the belief that nat- 
ural man must either debase himself or put up 
with slings and arrows in order to meet his 
fate. 

4. This kind of movement seems to be 
uniquely American. Perhaps, in some respects 
it is a luxury movement flourishing, especially 
in its positive aspects, only where life is not 
dominated by physical urgency and grimness. 

5. The mental health movement seems to 
have two distinct but interacting branches. Or 
at least it may be profitable to conceive it this 
way and see what happens. 

One branch of the movement has grown up 
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within the medical frame of reference. It is 
rooted in the cardinal values of preserving life 
and reducing morbidity. Its goal, universally 
ascribed to, is the humane and effective treat- 
ment of the mentally disturbed. Its form and 
flavor derive from the humane traditions of the 
medical profession. 

6. Another and conceptually separable seg 
ment of the mental health movement has its 
roots in the western humanistic and democratic 
ethic. Its goals concern the growth and de- 
velopment of the human individual. Its be- 
liefs have it that through the application of 
scientific knowledge about human beings and 
their social environments it is possible to help 
the individual live more fully, more maturely, 
more creatively. Some mental health enthusi- 
asts seem to emphasize the values of adjust- 
ment, efficiency, and conformity. Others, per- 
haps less culture-bound, emphasize the human 
attainment of freedom, of individuality, of 
spontaneity, of creativity. But there is a gen- 
eral focus on the individual—the normal, striv- 
ing, growing, learning human individual. 

7. Within the medically oriented segment 
of the movement, there has been vast change 
in the last hundred years. ‘The mentally dis- 
turbed person is no longer possessed by a devil 
nor is he a criminal. Increasing knowledge 
and increasing public humaneness has defined 
the mentally disturbed as a sick person, fully 
deserving the care given the ill. The asylum 
has become the mental hospital. Recent prog- 
ress has been in the direction of a more precise 
definition of mental illness. The mental case 
is no loiger merely a member of the class “sick 
person” but is recognized as a member of a 
unique class of sick persons, needing unique 
treatment. Some authorities now go so far as 
to recommend that the mentally ill person 
should not be treated at all in the hospital 
setting, that defining him as a hospital case 
does not recognize his uniqueness, does not 
find for him the most effective psychosocial 
treatment. 

&. The development of psychiatric care for 
the mentally disturbed has had a profound in 
fluence on all medical practice. The knowledge 
of the relation between somatic symptoms and 


emotional processes, the increasing knowledge 


of psychosomatic phenomena, has revised the 
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purely biological orientation of medicine. 
Now, even surgical patients are regarded as 
people, and both the physicians and the nurse 
are under pressure to learn some psychiatry, 
psychology, and sociology. 

9, The medical segment of the mental health 
movement has been characterized by a fairly 
exclusive focus on intrapsychic processes. This 
seems to me to characterize the corps of theory 
and practice in the professions. 

Troubles have been diagnosed and treated 
within the skin of the single individual. There 
is some change. There have been Sullivan and 
Meyer and social psychiatry and counseling 
psychology. The sociologist and anthropolo- 
gist are now colleagues of the psychiatrist. But 
in training programs for mental health per- 
sonnel, the standard curriculum still focuses on 
the past and present intrapsychic processes of 
the individual. Secial workers, for example, 
who used to look for evil in society now tend 
to look for it, like the rest of us, within the 
single individual. 

10. The medical 


health movement has focused on the clinical 


segment of the mental 
approach. Tlelp, as we naturally conceive it, is 
given through intimate one-to-one contact with 
the individual patient. There is current recog- 
nition that such an approach alone, barring 
the advent of miracles, is patently inadequate. 
help are vastly numerous. 


Those needing 


Those who can give it are few—and hard man- 
power figures tell us they will remain inexor- 
ably few. There have been and must continue 
to be attempts to combat the depressing logis- 
iics of mental illness through such procedures 
as group therapy, milieu therapy, community 
mental health programs, the manipulation of 
the environment as well as of deep intrapsychic 
dynamics. 

11. The promotive segment of the mental 
health movement, for the want of something 
better, has adopted the pathologically flavored 
theories of personality and has unwittingly 
taken over some of the values and traditions of 


We do 


not have the concepts or the knowledge to deal 


the medical segment of the movement. 


in a systematic scientific way with the ade- 
quately functioning person. We tend to say 
that the happy and effective person is “well 
defensed” or “free from conflict” or “has no 
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symptoms.” These negative concepts may add 
little to our ability to understand or to facil- 
itate the development of the normal person. 
The absence of theory and vocabulary for deal- 
ing with the effectively functioning individual 
may be one reason why we pay only semiem- 
barrassed lip service to the positive side of liv- 
ing and slip quickly and comfortably back to 
talk about mental illness. 

12. Fifty years from now with an acceler- 
ated growth of knowledge and with times ripe 
for the easy adoption of new ideas, our current 
theories and current technical terms may be 
of no more than mild historical interest like 
phlogiston or Watsonian behaviorism. 

13. One way in which our pathological ori- 
entation may have shaped our thinking and 
prevented our progress in the areas of both 
prevention and promotion is through assump- 
tions about the impotency of mere knowledge 
and mere ideas as factors in the living of a 
life. While it seems to be true that the sick 
person is unable to absorb and turn to the ends 
of health such things as rational argument, 
hard logic, and well-established fact, we may 
be underestimating the average person in as- 
suming that he, too, is incapable of turning to 
constructive ends sound knowledge of the 
workings of his own personality. While we 
need to continue our research on one-to-one 
therapy, there is good reason to argue that we 
should aim for equal time for research on the 
communication of mental health information. 
Maybe we can find a way for the gifted ana- 
lyst to affect the lives of 15,000 people rather 
than the 150 people who now occupy his pro- 
fessional lifetime. 

Incidentally, it is with this bit of arithmetic 
that I like to illustrate what seems to me to be 
the need for concentrated attention on mental 
health communication. If we assume that 
there are 50 million parents and teachers in 
this country, a figure not far off the mark, and 
if we assume that each one of them makes 10 
decisions a day affecting the welfare of the 
child, this adds up to 500 million decisions a 
day, or 182,500,000,000 a year. Many of these 
decisions are deeply rooted in the personal in- 
exorabilities of the parent or teacher and are 
not amenable to change, short of something 
drastic. Others are deeply rooted in the cul- 
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ture and are not open to change, but many of 
them can be through education, 
changed so that those who make them like their 
consequences better. But we do not know how 
to bring about the changes in these decisions, 
and there is relatively little hard, intelligent 
research being devoted to this kind of mental 
health problem. 

14. There seems to be good reason to believe 
that society will continue to support both 
branches of the mental health movement. 
With direct and optimistic American vigor we 
have begun our attack on mental illness. There 
is no reason to believe this attack will not con- 
tinue and will not meet with eventual success. 
The other branch of mental health, scientific 
humanism, seems also now in the blood stream 
of the culture and is probably there to stay. 
Developments in this area will be intricate. 
While there seems no reason in nature why 
man cannot turn to his own positive ends the 
knowledge reaching him through our advanc- 
ing knowledge of his own behavior, he will not 
make these applications with ease and comfort. 
In new ideas about behavior there is threat 
as well as utility. And before we can raise 
good personalities or pursue the good life 
through scientific methods, we must wrestle 
with the intricate value questions involved in 
defining the good personality and the goed life. 
We all can agree that illness is bad. There is 
no unanimity among us about the goodness of 
such things as spontaneity or freedom from 
conflict. 

15. The role of the expert in mental health 
and the requisite skills will vary considerably 
from one segment of the movement to the other. 
There is a difference in role and in skills be- 
tween curing on the one hand and in teaching 
on the other; between responsibility for and 
responsibility to; between the restoration of 
health and the provision of room for positive 
growth; between helping a desperate individual 
achieve survival and helping free and respon- 


changed 


sible persons pursue with verve and creativity 
their own personal lives. 

There is room and opportunity, however, for 
each mental health discipline to find its so- 
cially functional identity and to live it out 
integrally. 

16. It is frequently assumed that the vig- 
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orous and successful promotion of positive 
mental health will solve eventually the problem 
This assumption needs to be 
If it indeed seems a good 


of mental illness. 
evaluated carefully. 
assumption, then we need to bestir ourselves 
mightily to direct research attention to prob- 
lems of promotion, and to pursue more vigor- 
ous exploratory programs of action in this area. 

17. In both segments of the mental health 
movement, the enlightened citizen will play a 
crucial role. With respect to the care of the 
ill, the citizen and the community can and will 
serve as therapeutic collaborators with the 








physician. With respect to the growing of ma- 
ture and resilient personalities, with respect to 
the pursuit of the good life, the citizen must 
take responsibility and leadership, using as he 
sees fit the technical competencies of the scien- 
tists and experts. 

18. Though many aspects of our future are 
cloudy, this much seems eminently clear: 
Whatever the form and contour of mental 
health in the years to come, there is challenge 
and adventure here for anyone who wishes to 
invest altruistic effort in the on-going human 
enterprise. 


Distress Signals 


The public should learn to recognize warning signs of mental illness. 


Starting the list are eight signals. 


A person should seek help when 


he isn’t himself for a month or so; when he expresses ideas that ob- 


viously don’t make sense to others 


when he acts, for a day or so, as 


if he doesn’t know where he is or what day it is; when, for a period of 
a few months, he consistently makes people around him unhappy, 
angry, upset, or worried, without an acceptable explanation ; when his 
drinking interferes with work or decent relationships; when he loses 
appetite and weight over a period of a month or so with no physical 
illness or need for losing weight; or when he has trouble sleeping 
to the extent that it shows in poor work, excessive irritability, or 


complaint. 


—lIvan C, Berien, M.D., chairman of the Committee on Preventive Psychi- 
atry of the Group for the Advancement of Psychiatry, addressing the 1957 


National Health Forum. 
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mental health = 7 


Training Professional Personnel 
for Mental Health Programs 


PAUL V. LEMKAU, M.D. 


Stimulation, not reassurance, was Dr. Lemkau’s 
stated intent in his introductory remarks at the 
Northeast State Governments Conference on Mental 
Health, held at Asbury Park, N. J., in March 
1956. Dr. Lemkau, director of mental health serv- 
ices of the New York City Community Mental 
Health Board, pointed out that his paper, somewhat 
condensed here, served only to introduce 2 days of 
discussion on mental health. Therefore, he felt that 
he could risk some statements that might prove ar- 
resting. “Perhaps,” he said, “I shall only be re- 
vealing what I should like to be able to act upon if I 
were free of the usual restraints on the public 


administrator.” 


DMINISTRATORS of community mental 
health services are by no means a new 
breed. They have existed as specialists in 
mental health programs for many centuries, 
generally as hospital administrators. In the 
last 50 or 60 years, outpatient clinic adminis- 
trators have been added as specialists. Early 
in their development they were independent of 
hospitals. More recently outpatient programs 
have become more closely attached both to gen- 
eral and to mental hospitals. The third phase 
of the program, prevention and public educa- 
tion, has developed sporadically, but in rela- 
tively few places in this country have the 
three phases been combined under a single 
administrator. 
The lead in making the mental hospital the 
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center of community mental health services ap- 
pears to come from England where several hos- 
pitals and their communities have achieved 
fame for their extensive community programs. 
They have established a free flow of patients in 
and out of hospital and back and forth from 
the community. The hospital supplies staff 
for consultation services and outpatient clinics 
and sees to it that the community is educated 
to use the services. 

This development has seemed more natural 
in the European system of administration than 
in the United States, perhaps because medical 
care and public health have always been closely 
associated in Europe. In the United States we 
have developed mental hospital systems inde- 
pendent of general and other specialty hospi- 
tals such as the tuberculosis sanatoriums. 
Health as defined in Europe generally includes 
mental health; in this country we have tended 
to think much more of mental health and physi- 
cal health as independent classes of diseases to 
be administered by different kinds of special- 
ists. It is probably not accidental that the 
development of psychobiology came in the 
United States; perhaps it was less needed, at 
least at the administrative level, in Europe than 
here. 

On the other hand, in the United States or- 
ganized public health programs have been 
reaching toward the ideal of comprehensive 
medical care and preventive programs. This 
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has been due in some degree to the control of 
the epidemic diseases which has left public 
health with leisure to face the emerging more 
important causes of death and disability such 
as cancer, heart diseases, suicide, and the various 
mental illnesses. Educational and_ clinical 
mental health programs within organized pub- 
lic health and vastly increased cooperation, 
both in personnel training and in planning, ad- 
ministering, and supplying services are rapidly 
appearing. In a few places, the European 
plan of grouping together all health services, 
mental and other, for administration is being 
tested. I doubt whether there are many people 
who believe that there should be anything but 
most cordial cooperation between all segments 
of health services: mental hospital, specialized 
hospital, public health services, including edu- 
cation and outpatient services. 


Specialization 

These trends point to the need for personnel 
who somehow can envision the whole range of 
activities of a mental health program, from 
prevention of brain damage by accident or in- 
fection to the care of the chronic case in the 
hospital. Delineating the sort of personnel re- 
quired and how they should be trained is not 
an easy task. Frankly, I do not think the 
problem has been made less complex by the 
marked development of multiple professions 
within the psychiatric service team in the last 
decades. Frequently, these specialists early be- 
come the slaves of the restrictive definitions of 
their fields. They are almost bound to fail 
when faced with the problems of the com- 
munity’s total needs rather than that segment 
of need they, somewhat artificially, have de- 
fined as their particular area of specialization. 
This is no less true of my own profession, psy- 
chiatry, than of the rest. How many times 
have I heard my colleagues protest that they 
are therapists, usually meaning equipped to 
deal with neurotic patients, as though that re- 
lieved them of responding to the public’s need 
for educators, helpful custodians, rehabilita- 
tors, or physiological therapists. I think this 
attitude isless prevalent now. The ideal of the 
“compleat” psychiatrist is more frequently an 
aim of training programs than it was 5 or 10 


years ago. 
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Clinical psychologists are generally careful 
to distinguish between their field and social 
psychology. And it is a rare social psycholo- 
gist who will consent to do more than study a 
population; he hesitates, frequently, at the 
threshold of “tinkering” with the forces and 
situations he does research upon. The clinical 
psychologist hesitates to act administratively 
upon the generalizations he frequently draws 
from his clinical experience, carefully gathering 
his research cloak around him and passing by on 
the other side. 

Despite the emergence of the ideal of generic 
training, the social worker has also developed 
specialization to such an extent that artificial 
definitions protect him from going all the way 
in meeting needs of the public. On the other 
hand, the public health nurse shows a tendency, 
according to her critics, to respond to needs 
beyond her professional competence. 

How can we remove the polarized lenses from 
educational procedures and let in to the trainees 
the full range of light that flows from recog- 
nition of the broad range of the public’s need ? 
Can this be done in the setting of traditional 
training patterns or must we develop a new 
“generalist” in the mental health field? <Ac- 
tually, there is something ludicrous in speaking 
of any of our present training patterns as tra- 
ditional. Most of them are less than 50 years 
old. I am reminded of the college president 
who announced that on the following day it 
would become traditional for all male students 
to appear at chapel in coats and ties. 

Shall this broad-visioned planner and ad- 
ministrator be produced by an entirely separate 
training program, or is it possible for him to 
be trained through modifications of present 
training programs? And for the immediate 
situation, shall the training be additive, on the 
base of previous specialization, or should it be 
an entirely new program, starting after the ac- 
quisition of the degree in medicine and during 
the graduate education of the other specialists ? 
And which specialists should be considered as 
eligible for this training ? 

When it was my privilege to study with 
Adolf Meyer, I was struck by the fact that he 
regarded medicine as basic education and not, 
as it is for many, terminal education. Had he 
had his way, all psychologists, sociologists, an- 
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thropologists, and high-level administrators in 
any health services, and even in law and public 
administration generally, would have been 
trained first in medicine. In my own time, 
this idea resulted in the education of Norman 
Cameron, a psychologist now reverted to psy- 
chiatric teaching, and Alexander Leighton, a 
psychiatrist with the added competence in an- 
thropology, among others. Meyer, along with 
the American Psychiatric Association, never 
believed that a psychiatric hospital could be as 
well administered by a nonphysician as by a 
physician. This did not so much represent a 
species of professional acquisitiveness as it did 
a conviction that the discipline and knowledge 
of medicine were essential to the understanding 
administration of services to humankind. 

In America, medical education has so ex- 
panded the basic academic requirements and the 
length of the medical course itself that the con- 
cept of a medical education as a background 
for other fields has proved largely impractical. 
On the other hand, medicine, unlike the other 
disciplines producing workers for the psychia- 
tric team, adds specialty training on top of the 
degree training; the others tend to specialize 
and then grant the degree. The psychiatrist 
starts his training as a specialist only after his 
medical education is achieved. 

Will it be possible to include training for 
specialties within the medical school and _ be- 
fore the degree is gained? Certainly not by 
present methods which require both practical 
and theoretical knowledge of the student in 
all fields of medicine. It might be worth while 
to place the rotating internship within the 4 
years of medical school, but such a plan is not 
tolerable to the ideals of general medical edu- 
cation at this time. However, the rise of de- 
partments of preventive medicine’ within 
medical schools has included in the under- 
graduate medical curriculum a great deal of 
material about how people live and organize 
their lives, both health-wise directly, and in- 
directly, as sociological patterning affects 
health status. Preventive medicine courses ap- 
proach more closely than any other in the 
medical school the additional content needed 
by the mental health administrator. The 
courses present, in my estimation, the basic 
science underlying the specialty of psycho- 
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genic psychiatry, though no course including 
such material has developed in psychiatry de- 
partments to my knowledge. The impulse has 
come largely as an extension of the specialty of 
public health or of pediatrics as influenced by 
etiological thinking originating in the specialty 
of psychiatry. The development of curricu- 
lums in preventive medicine, including the ob- 
servation and medical care of families, opens 
new challenges to medical students and may 
whet the appetite of some to accept challenges 
in program planning and administration in all 
fields of health, not excluding mental health. 


Psychiatric Training 


We are emerging from a period of psychi 
atric training in which the aim has been too 
exclusively the development of skill in in- 
dividual psychotherapy. In this period, the 
psychiatrist’s responsibility has been narrowly 
defined as including only his relationship to the 
individual patient and his needs. In training 
centers designed along these conceptual lines, 
it has been possible for a psychiatrist to finish 
training with no awareness of the place of the 
State mental hospital in filling the needs of the 
community or of the enormous task that con- 
fronts these hospitals. 

The unrest of Meyer and, later, Harry Stack 
Sullivan with psychiatric isolationism, plus the 
war and the training and administrative 
weight it brought to bear, has largely been 
responsible for the general abandonment of 
this exclusively individualistic type of psychiat- 
ric training. Karl Menninger has suggested 
that no psychiatrist should be considered qual- 
ified until he has had a year of State hospital 
experience or its equivalent. This sort of 
thinking has led to a new status of State hos- 
pitals in psychiatric training. 

Training in psychiatry in university settings 
has always included outpatient care, and this 
has generally forced some study of the com- 
munity. Too often in the past, however, out- 
patient treatment has been regarded as an irk- 
some chore, robbing the hospitalized patient of 
the doctor’s time. This pattern, too, is chang 
ing with the clearer perception of the out- 
patient department as a way station between 
the hospital and the home. Many State hos- 
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pitals have also developed outpatient services, 
first, to follow up discharged patients; second, 
frequently, to meet training requirements; and, 
too often last, to serve community need. It 
is surprising how often these clinic arrange- 
ments become relatively independent of the 
hospitals. It is as though the psychiatrist who 
is responsible for inpatients could not also take 
care of outpatients. This is, I fear, more often 
an administrative convenience than evidence of 
sound planning. 

We have that 
changing and that it may produce physicians 
more aware of community needs and with more 
sociological knowledge than it had _ before. 
Specialty education of psychiatrists is also 
focusing more attention on family and com- 
munity forces in etiology and treatment, and it 


seen medical edueation is 


is recognizing that one person should be able 
to coordinate the services from education of 
the public to the rehabilitation of the recovered 
or recovering patient. 


Public Health Instruction 


Public health education attempts to keep 
abreast of the developments in medicine, re- 
ducing those with practical application to pro- 
grams for all the people. There is a growing 
recognition that mental health is a part of 
general health and that the techniques and 
methods available must be applied to this 
health problem. If present methods are not 
suitable, new ones must be developed to satisfy 
the need. Schools of public health, like all 
other educational institutions, are constantly 
faced with the issues of how much they are re- 
sponsible for teaching immediately practical 
techniques and how much their purpose should 
be to enlarge the vision of their students so 
that the blinders of technical skill will not pre- 
vent them from seeing the unsolved problems 
where experimentation and testing, research 
and application are so necessary. The aim of 
public health education is to develop com- 
petence in comprehensive medical planning 
and administration; it is not training to fur- 
nish services primarily. 

It has been frequently suggested that public 
health training should be required for mental 
health administrators, that it should be added 


612 








on top of psychiatric training for those who 
intend to make a career of mental health ad- 
ministration. In this way the psychiatrist 
could not escape the broadest possible implica- 
tions of his task, and he would, in addition, 
gain technical skill in epidemiology, biostatis- 
tics, and public administration. In a very few 
places, training in schools of public health has 
been carried out under the supervision of psy- 
chiatrists thereby keeping the implications in 
the mental health field before the student as 
he learns his basic public health methods. In 
such instances, some proportion of the public 
health training may be accredited as psychi- 
atric training. 

Some have felt that there is no need for the 
base in psychiatry, that the public health 
school ought to be able to see to it that compe- 
tent administrators of programs are produced 
without the clinical background. I feel that 
general medical education is too weak to pro- 
vide the necessary background of the patholog- 
ical anatomy and physiology of mental illnesses 
on which to build. Combined public health 
and psychiatric training, perhaps replacing the 
third year of residency training, is much to be 
desired and should be encouraged for those who 
are able to catch the vision we have before us. 


Related Professions 


What of the other psychiatric team profes- 
sions? Like social work, nursing is turning to 
the ideal of generic training designed to make 
every nurse competent on the staff level in pub- 
lic health, psychiatric ward, and operating 
room functions, among others. Specialist con- 
sultants are developed in these fields to keep 
interest aroused and to promote the functional 
growth of the nurse. One such specialist, the 
public health nurse consultant in mental health, 
has come to the fore in the years since the war. 
These specialists have the aim of improving the 
staff level nurses’ function in psychiatry and in 
mental health education and counseling. They 
are being educated in nursing schools and in 
public health schools. Evident in the last few 
years is a movement toward training this spe- 
cialist in conjunction with those specializing in 
psychiatric nursing, a movement that makes 
sense only if the hospital (and the other pro- 
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fessions concerned) foster the expansion of the 
function of the psychiatric nurse to include 
services outside as well as inside the psychiatric 
ward. 

Psychiatric social work, perhaps more than 
any other profession in the team, has attempted 
to include the operation of the community and 
the place of mental health in that operation in 
its training. It has also included administra- 
tion in its basic training and in postgraduate 
courses. Perhaps beciuse of this, psychiatric 
social workers are proving successful admin- 
istrators of clinics and, in some places, of the 
entire program of community mental health. 
When they rise to positions of leadership of 
large departments of welfare, they show such 
sound usage of psychiatric diagnostic and 
treatment services. Sometimes this opening of 
doors to the student while in training is fol- 
lowed by a resounding slam by supervision that 
is too vigorous, too long, and too restrictive 
after the worker goes into the field. As a 
result, the range of productive activity is nar- 
rower than what the social worker was origi- 
nally prepared to do. There remains some 
doubt as to whether the profession of social 
work can supply personnel for the overall 
planning and administration of medical serv- 
ices, however. I must admit to the conservative 
view that such leadership should be sought 
from the medical school graduate who goes be- 
yond his educational opportunities in medicine 
to grasp, formally or informally, a view that 
includes broad public health ideals. 

Clinical psychology, too, has broadened its 
outlook to include much more of community in- 
terest and knowledge, though this profession 
generally appears to have shunned administra- 
tive responsibility, allowing the leadership to 
rest primarily in medical hands. 

In each of the professions other than med- 
icine, the structure of training for understand- 
ing and manipulating community forces is be- 
ing included in the undergraduate as well as 
the postgraduate courses. It remains a moot 
point whether such inclusions result in a gen- 
uine overall public health viewpoint that can 
provide administrators for mental health pro- 
grams from the nonmedical field. 

A controversial area of mental health work is 
the responsibility for public education. Should 
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this be done by educators? We have seen the 
growth of the idea that educational methods 
are of extreme importance and that they may, 
in some instances, be almost as important as 
the content. Furthermore, many other health 
fields have profited from the use of nonmedical 
health educators. The professions previously 
discussed are all concerned with content and 
primarily individual or small group interrela- 
tionships, not with teaching methods to get that 
content into the minds of the public. What 
should be taught remains a much more contro- 
versial subject in mental health than it is, for 
example, in nutrition. And many medical and 
paramedical persons are unwilling to risk put- 
ting this decision into the hands of people 
whose fundamental qualification is in method 
rather than content. 

There is scarcely a statement in this paper 
so far that cannot be refuted by a successful 
experiment involving a specific person doing a 
job outside of his professional competence. As 
a matter of fact, most of us are doing things 
for which we were never trained; we have seen 
an opportunity and grasped it as well as we 
could. It has often been pointed out that 
Freud could not qualify as a psychoanalyst 
since there was no one to analyze him and no 
institute to qualify him. It behooves us to 
realize that, however much we may wish to 
rely on the rather mystical safeguards attrib- 
uted to special education, every new venture 
requires people with special vision as well as 
special training. In new programs it seems 
to me to be of the utmost importance that 
we keep civil service requirements as flexible 
as possible, so that we can hire the “gleam in 
the eye” as well as the degree on the diploma. 
This is no easy task. 


Conclusions 


I would plead that we regard education in 
the various fields as insurance against foolish 
and ill-advised experimentation. It cannot 
be regarded as insurance of productive, cre- 
ative thinking. In a field so new and varied, 
flexibility in the use of content and method is 
as important as knowledge and methodological 
skill. It is wise to recall that in some people 
training kills creativeness by narrowing the 
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range of perceptions the individual can make; 
such people may be excellent for carrying on 
jobs for which the ground rules are well known, 
but they are not useful in facing the newer 
problems in our field. 

Some day mental health work will have a 
relatively fixed range of content and activity; 
then education for it may be possible. Mean- 
while, one needs only to look at the brief his- 





tory of the field to see that it is much more 
dominated by personalities than by solid ideas. 
So long as this situation exists we shall have 
to be concerned about an educational program 
that provides wide knowledge and broad vision 
as well as technical competence. And our se- 
lective processes will use light meters to detect 
the intensity of the “gleam in the eye” as well 
as civil service type of requirements. 





Mental Health a Hope, Not a State 


Mental health is the concept of a hope, not a state. We can collect 
statistics on mental ills, on tics and ulcers, hallucinations and homi- 
cidal impulses, sex crimes, and pathological theft. But we will never 
have statistics on mental health, for each new question will change 
the face and the position of the target. The term is used in our culture 
to indicate our hope of what good may come from a greater knowledge 
of the way in which men’s lives are shaped by childhood experience, 
by relations with others, and by the forms of the societies in which 
they live. 

The good can take many forms: maternity hospitals organized so 
infants are not separated from their mothers at birth, children’s hos- 
pitals in which there are specialists to help a child at the first moment 
of breakdown, community diagnosticians alert to developing hazards 
in park or neighborhood and to new needs for association, or places 
to play, or places where the aged can sit together in the sun. The 
good can take the form of new ideas of housing in which the need of 
ach individual for privacy will be seen as a matter of mental health 
rather than of minimum standard of decency and physical health 
alone. The good may express itself in new standards of ethnic rela- 
tions or new forms of education which will prevent one sex, or one age, 
or members of any class from being turned into second-class human 
beings. 

—Marcaret Meap, Ph.D., president of the World Federation for Mental 
Health, addressing the 1957 National Health Forum. 
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Inpatient Services for Children 


DONALD A. BLOCH, M.D. 


N RECENT YEARS, there has been con- 
| hers increasing pressure to provide men- 
tal health facilities for the care and treatment 
of a group of children who cannot be ade- 
quately dealt with on an outpatient basis. 
These children, for the most part, are in the 5- 
to 15-year age group. Allowing for difficulties 
in diagnosis, the group includes cases that may 
be classified under the broad headings of schizo- 
phrenia, severe psychoneurosis, and the _ be- 
havior disorders. By and large, it excludes 
sases showing mental retardation—although 
there is serious doubt whether they should al- 
ways be excluded—and, also, cases showing 
manifest organic pathology of the central 
nervous system. 

This pressure has shown itself in many ways. 
More and more children have been referred 
to the few facilities which have residential 
treatment programs; normal foster care in- 
stitutions indicate an increasing awareness of 
specialized treatment needs in the children for 
whom they care; and those State hospitals ad- 
mitting children find themselves with a stead- 
ily growing patient population in this age 
group. It is my impression that this trend 
is related more to increased diagnostic skills 
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and broader treatment perspectives than it is 
to a change in the incidence of severely dis- 
turbed children in this age group. It also 
reflects an increasing professional conviction 
that the small institution giving intensive treat- 
ment has something special to offer to these 
children. 

If we take an overview of the field of in- 
patient mental health services for children, we 
are confronted with a confusing array. The 
facilities go by many names: psychiatric hos- 
pitals, training schools, and residential treat- 
ment homes or treatment centers. Their treat 
ment programs may include all or none of the 
organic therapies, remedial education, individ- 
ual psychotherapy, group therapy, or casework 
with families; their goals range from diagnosis 
on a short-term basis through long-range cus 
tody and on to active treatment programs. The 
institutions may be integrated with other com- 
munity treatment facilities or may be in ex- 
treme isolation. The staff may be professional 
or not, under medical direction or not. The 
institutions may be large or small, ranging in 
size from only 20 beds to more than 200. And, 
finally, the children display the most discon- 
certing heterogeneity. At the very least they 
are both boys and girls, but in addition they 
range in age from 2 to 15, in symptomatology 
from severe aggressiveness to extreme with- 
drawal, and they fall into many diagnostic 
categories. 

By and large, there has been the parallel 
but isolated growth of three classes of institu- 
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tions, each with its own philosophy, each believ- 
ing that it is dealing with a discrete and sep- 
arable group of children. These three classes 
of institutions are, broadly, psychiatric hospi- 
tals, dealing medically with mentally ill chil- 
dren; foster care institutions designed to care 
for the normal dependent and neglected child; 
and training schools and their counterparts, es- 
sentially caring for the aggressive, antisocial, 
or delinquent child. Of principal importance 
at the moment is the parochialism that has re- 
sulted from this development—a parochialism 
that affects conceptions both of the child and 
of the treatment process. Thus, the child is 
thought of as mentally ill and therefore the 
province of the hospital, or as emotionally dis- 
turbed and belonging to the guidance clinic 
or social agency, or he is delinquent and _ be- 
longs to the courts and training schools. Cor- 
respondingly, the psychiatrist often is woefully 
ignorant of the importance of such things as 
the social structure of his institution or case- 
work with the family of a disturbed child; the 
social agency often is unable to integrate mod- 
ern psychiatric knowledge into its program. 
While things have been changing for the bet- 
ter, it is only fair to recognize that we have 
inherited this splitup view of the child and 
of treatment, and that it is a handicap. More- 
over, power and prestige considerations make 
it difficult to give up a position once it has 


been taken. 


Inpatient Facilities 


Of specific relevance to State planning are 
the following questions, which are, however, 
Where ap- 
propriate the brief answers include a discus- 
sion of the treatment factors underlying the 
particular point of view expressed. 

What children should be considered as po- 
tential patients in an inpatient mental health 
facility ? 

All children whose difficulties are of a psy- 


of a partial and limited character. 


chological and behavioral nature and who must 
be treatéd outside the community should be 
considered as a group. Distinctions between 
them must indeed be made, but they cannot 
be made on diagnostic grounds. These distinc- 
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tions can only be made on the basis of differ- 
ential treatment needs. 

Where should it be located geographically ? 

All institutions for children should be in the 
Centralization of such 
services is a false economy. Sparsely popu- 
lated areas might provide the one exception to 
this rule, although even here I would urge 
serious attention to the possibility of setting 
up decentralized, smaller units. 

What is the optimum size for such an insti- 


community they serve. 


tution ? 

With regard to size, 20- to 40-bed units seem 
to be optimum. 

What should its auspices be, and how should 
it relate to other community services for chil- 
dren ? 

It is of the highest importance that such 
inpatient facilities be part of an integrated 
network of services to children. In most in- 
stances, it would seem to be desirable for this 
network of services to be operated under com- 
munity, rather than State, auspices. There 
should be a close, systematic, and free-flowing 
relationship between special school programs, 
day hospitals, child guidance clinics, foster care 
programs, family agencies, and a range of in- 
patient mental health facilities for children. 

In order to discuss the desirable characteris- 
tics of the inpatient facility itself, it is useful 
to outline some of its qualities in terms of a 
comparison between the large, centrally oper- 
ated State hospital setting as opposed to the 
smaller, decentralized institution giving inten- 
sive treatment. The standard used is the rela- 
tive capacity of the two types of institutions 
for meeting the treatment needs of the children 
for whom they care. This is not to say that 
other standards are not pertinent. Cost and 
administrative feasibility, among others, per- 
tain, but the choices will be discussed here prin- 
cipally in terms of their clinical effectiveness. 

To be therapeutically effective any institu- 
tion dealing with children must have certain 
characteristics. While some of these charac- 
teristics are more important for one type of 
child than another, in the main they may be 
thought of as common to all good facilities. 

The institution must be able to create an at- 
mosphere which is hospitable to child life. 
To use Fritz Redl’s phrase, it must be “psy- 
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chologically hygienic.” While the concept of 
atmosphere is. elusive at best and can be 
achieved or missed in countless ways, it repre- 
sents a summary judgment on such matters as 
location, architecture, grounds, decoration and 
furnishings, available materials, and the atti- 
tudes of patients and personnel toward them- 
selves and each other. Recognizing that this 
quality is dependent upon a multiplicity of fac- 
tors, in a general way by atmosphere we mean 
our understanding that a particular institution 
is or is not a good place for any child to live in. 
This quality may generally be described by 
such adjectives as “warm,” “supportive,” “tol- 
erant,” “kindly,” and “flexible.” 

The development of therapeutically mean- 
ingful adult-child relationships is of key signif- 
icance in the treatment of most of these chil- 
dren. We would wish to see them develop with 
a number of different people: the child care 
worker, teacher, psychotherapist, caseworker, 
and group worker. Recognizing once again 
the wide variations as to philosophy and tech- 
nique on this point, the sine qua non for such 
relationships is a high personnel-patient ratio 
in the institution, along with the opportunity 
to employ personnel suited by personality and 
training to this type of work. On both of these 
counts, State hospitals are at a disadvantage. 
While there is some flexibility as to personnel 
‘atios, this tends to be limited by standards set 
elsewhere in the State hospital system. 

So far as the caliber of the personnel is con- 
cerned, the problem here, among others, is fit- 
ting a new profession into on-going civil 
service practices. Touching only briefly on 
this complicated question, it may be pointed 
out that the profession of counselor or resi- 
dential child care worker is in the process of 
development. For some time, we will look to 
many disciplines to provide us with workers 
in this field. It is difficult to do this within 
ordinary civil service procedures. In addition 
we are looking for people who are €quipped 
with certain intangible personality assets which 
suit them to this work. We wish, as Dr. Paul 
Lemkau has put it, to be able to hire “that 
gleam in the eye.” On both of these scores, 
maximum freedom in personnel practice is 
highly desirable. 

Tolerance, flexibility, and individuation must 
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characterize the institution. These three ad- 
jectives are chosen from what might be a con- 
siderably longer list to describe qualities of the 
institution which may be thought of as espe- 
cially therapeutic, and qualities especially rele- 
vant to the size of the institution. It is the 
goal of a residential treatment setting to be 
something different from residence plus treat- 
ment. It should not be thought of as a hotel 
where one lives while receiving psychotherapy. 
The purpose, rather, is to use all aspects of 
the child’s life in the institution for thera- 
peutic purposes. To this end, it must have, 
among other things, a high tolerance for the 
symptomatic expressions of the child’s illness 
and a great deal of flexibility so that it can 
manage his life according to clinical indications 
rather than some standard practice. As a sim- 
ple illustration, we might take visiting. The 
needs of a large institution usually dictate a 
fairly regular visiting schedule for parents 
while home visits for the children are often 
difficult to arrange. Clinical considerations, 
however, may indicate flexibility in this area. 
Other examples would be bedtime routines and 
arrangements about food. In the most gen- 
eral terms, we can say that the institution must 
be small enough and communication between its 
component parts must be good enough so that 
clinical insights gained in one area can be trans- 
mitted to, and acted upon by, the other people 
who have contact with the child. 

The institution must be able to carry on a 
therapeutically oriented program with the 
families of the children it serves. Perhaps no 
other point speaks more forcefully against the 
establishment of institutions for children which 
are removed any distance from the families of 
the patients. Regardless of one’s therapeutic 
orientation, one cannot hope to treat children 
successfully and at the same time disregard the 
context in which they have become ill and to 
which they must return. Even those children 
who will not be able to return to their families 
will be profoundly influenced by them. It is 
necessary, therefore, that the institution be 
physically accessible and, in addition, have staff 
members who have the time and skill to main- 
tain contact with the families in such a way as 
will be useful to them and their children. In 
addition to location this is a matter of staff 
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ratios and the caliber of personnel. By and 
large, it is quite difficult for large institutions 
serving a wide geographic area to maintain 
frequent contacts with the families of their pa- 
tients, and it is frequently difficult for them 
to hire a staff for this purpose in the numbers 
required to do an effective job. 

The child’s separation from the community, 
and his return to it, must be managed in a 
therapeutically effective way. ‘These are often 
crucial periods having great effect on the 
child’s willingness to accept treatment and his 
ability to succeed after leaving the institution. 
These special instances deserve mention be- 
cause they bear particularly on the question of 
location. It is especially valuable, for ex- 
ample, for a child to make preadmission visits 
to the institution in order to become acquainted 
with it, and it is also valuable for the return to 
the community to be a gentle transition. To 
the degree that he can, for example, return to 
a public school, join a Boy Scout troop, and so 
on, before actually leaving the residence, the 
final separation is more likely to be successful. 

In a variety of ways, a close interrelation- 
ship with an inpatient mental health service 
can be of great value to a community. It 
‘an keep allied professions informed on the 
child care needs that it perceives in the com- 
munity by virtue of its special position as an 
“end of the road” institution; it can serve as 
a site for research; it can be a training instru- 
ment for a range of professions. 

An institution giving intensive treatment can 
be quite valuable, for example, to normal foster 
care institutions. We know that these con- 
gregate care institutions are serving a different 
population today than they did formerly. The 
wider availability of services holding families 
together, the decreased number of orphans, het- 
ter economic opportunities, and the increased 
use of foster homes have all operated to reduce 
the number of “normals” in the “normal” 
foster care institution. The remaining chil- 
dren are almost all deviant. By sharing in- 
formation with these institutions, the residen- 
tial treatment home can augment their capacity 
for dealing with disturbances in the children 
they serve. 

On the question of cost, one of the chief 


points in favor of larger, centralized institu- 
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tions is that they can be run more economi- 
cally. It is apparent, however, that this ap- 
plies less directly to the sort of treatment in- 
stitution for children with which we are con- 
cerned here. A large measure of the increased 
cost of such an institution comes directly from 
personnel costs. These are not amenable to 
reduction without actually reducing service. 
Consolidation and centralization will be effec- 
tive in reducing costs only so far as they apply 
to administration. Moreover, the decentral- 
ized institution is in a position to use many 
already established facilities, such as schools 
and recreational resources, at little or no cost. 


Role of the State 


What, then, is the proper role of the State 
with regard to the development of this type of 
service? It may be outlined as follows: 

Within the population served there are dif- 
ferences in age, sex, symptomatology, and 
treatment needs. A balanced program within 
an institution and a balance of institutions 
within the State need to be maintained. 
Leadership in this regard on the State level 
is important. There is a natural tendency to 
respond to the most pressing need in the com- 
munity first. This means that other classes 
of children will not be cared for. By and 
large, the first group served are the 9- to 12- 
year-old Next 
younger borderline and schizophrenic children. 
Girls, mostly, are not served. The older chil- 
dren in the 13- to 16-year-old range, with 


aggressive boys. come the 


special problems of manageability, treatment, 
and security, are usually not dealt with. It is 
therefore the obligation of the State to exert 
influence to create a balance in the types of 
institutions. 

On the State level, interdepartmental coordi- 
nation must be approached by integration of 
related State departments—mental hygiene, so- 
cial welfare, education, corrections, and hea!th. 
This structure will, of course, be different from 
State to State, but there is a universal need for 
a multidiscipline approach on the State level, 
enabling local counterparts to develop and 
function. 

State leadership and supervision are needed 
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in order to set and maintain standards for resi- 
dential treatment centers. There is a tendency 
for everybody to climb on the residential treat- 
ment bandwagon. ‘To some extent, this is fi- 
nancially determined. An institution with an 
inadequate program and a dwindling popula- 
tion may, in all good faith, feel that by hiring 
a part-time psychiatrist it has converted itself 
into a residential treatment home. In a more 
general way, the newness of the field and the 
lack of adequate clarity as to the necessary pro- 
fessional competence make it necessary that an 
on-going high-level process of setting stand- 
ards and maintaining them be carried out. 

The problem of staffing inpatient mental 
health services is a complex and difficult one. 
We are dealing here with a relatively new field 
without reliable traditional sources of person- 
nel. A wide range of professional disciplines 
is involved, among others, residential child care 
workers, psychiatrists, psychiatric nurses, so- 
cial workers, and special education teachers. 
In order to train people for work in this field, 
financial support during the training period 
and the development of stimulating training 
programs must be undertaken. While indi- 
vidual institutions have an interest in and re- 
sponsibility for the maintenance of such pro- 
grams, assistance from the State will be re- 
quired for their full development. 

The extent and nature of financial support 


certainly need to be debated to the degree that 
it provides one of the levers for starting serv- 
ices and for maintaining their quality. Policy 
in this area has extensive implications. It is 
clear, however, that in addition to the training 
grants described above, some money must be 
available on a State level for the addition of 
those services which will enrich and make 
therapeutic the residential program. It may 
very well be, too, that capital construction 
funds, which would have been ordinarily di- 
rected toward the development of large central- 
ized institutions, should be made available for 
the conversion of certain congregate care cen- 
ters for their new role as inpatient mental 
health facilities. 

There is considerable debate as to whether a 
State should make capital construction funds 
available to local communities or agencies. In 
general, it has been a principle of administra- 
tion in New York that the State should run any 
institutions which it constructs. At the same 
time, communities need assistance for this 
purpose. 

As for professional leadership, there are 15 
unanswered questions in this field for every 
one we think we know something about. Pro- 
viding professional leadership and _ research, 
pooling and communicating experience—all 
these are continuing and on-going obligations 
of a State department. 


PHS Employs Engineering Students 


Fourteen college and university engineering students have been 
selected for summer employment by the Public Health Service under 
the commissioned officer student training extern program. 

Engineering students are included for the first time in this program, 
designed to attract young people to careers in public health. 

Students recommended by their deans apply for reserve commis- 
sions as trainees in the Public Health Service, where a review board 
passes on their qualifications and references. Those selected are as- 
signed to Public Health Service programs at the Robert A. Taft 


Sanitary Engineering Center, Cincinnati, Ohio, the National Insti- 
tutes of Health, Bethesda, Md., the Communicable Disease Center, 
Atlanta, Ga., the Division of Indian Health, Washington, D. C., and 
various regional offices. 
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mental health a : 


A Case for the Community Self Survey 


JACK R. EWALT, M.D. 


The Joint Commission on Mental Illness and 
Health presents some of its guiding concepts 
and a broad view of its activities. It encour- 
ages communities to study mental health prob- 
lems in their own areas and to assess local 
resources available to cope with them. 


ANY agencies have become increasingly 

concerned about the status of the mental 
health of our people and of the facilities for 
meeting the difficulties they seem to develop in 
today’s society. In addition, ‘the people of the 
Nation themselves have a manifest desire to do 
something about the mental health problem. 
As a result of these pressures, approximately 
34 organizations joined to form a nonprofit, 
research and educational group called the Joint 
Commission on Mental Illness and Health. 
Funds supporting the operations of the com- 
mission were authorized by the Mental Health 
Act of 1955, under which specified allocations 
are made out of the budget of the National 





Dr. Ewalt is director of the Joint Commission on 
Mental Illness and Health, and commissioner, Massa- 
chusetts Department of Mental Health. The paper 
was presented before the National Health Forum in 
Cincinnati, Ohio, on March 20, 1957. Among other 
prinicpal contributors to the ideas embodied in the 
paper were Dr. Fillmore H. Sanford of the commis- 
sion and Gordon Blackwell, chancellor, Woman's 
College of the University of North Carolina. 


Institute of Mental Health, Public Health 
Service. 

The goal of the joint commission is to de- 
velop an up-to-date estimate of the extent of 
the mental health problems in the Nation and 
to assay the facilities available for detection, 
treatment, and rehabilitation of the mentally 
ill. A further aim is to study the resources 
of the Nation for mental health promotion and 
prevention of mental illness. 


Concepts and Projects 


The commission resolved that the concepts of 
mental illness and mental health should be 
broad, not confined entirely to the concern of 
professional people who deal with formal re- 
sources for mental illness and health. 

To approach such a vast project in an or- 
derly manner required careful planning of the 
study based on concepts founded in current 
knowledge. Basically, the human being is a 
biological entity with his own peculiar physical 
and psychological structure, living in a world 
full of other persons and resultant social pres- 
sures. To understand this citizen we need to 
study: 

¢ Intra-individual or personality factors 
based in biology and involving perception of 
reality, the extent of personality integration, 
and the degree of satisfaction from the indi- 
vidual’s basic drives. 
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* His social behavior in certain key roles, 
such as his relationship to his family, work, 
community, and his education. 

It is recognized that the mental health of the 
particular person in relation to these discus- 
sions might be rated differently by himself, his 
associates, and by the professional mental 
health people with whom he might come in 
contact. 

We decided to consider the things that make 
people ill, and those that keep them well and 
make them better than average. Ideally, such 
a study would encompass a detailed biological, 
psychological, and sociological study of each 
individual as a person and in relation to his 
family and peer groups. The study would 
further include the relation of these groups one 
to another, and the effect of the groups on the 
individual in his experience of living. 

Since such a study is not feasible within the 
finances and time of the commission, perhaps 
not within the lifetime of a single individual, 
certain compromises and hypotheses were nec- 
essary in order to trim the task to workable 
size. In the first place, we hypothesized that 
the majority of individuals living in this world 
express some phases of their biological and psy- 
chological vigor in their behavior in, and effect 
upon, certain significant social institutions. 

We customarily say that these social insti- 
tutions have a significant effect on an individ- 
ual. Each person is modified somewhat in his 
own makeup and in his reaction to others by 
the active presence of the others. A person in 
exuberant mental health often expresses this 
in ways that are observable through the sig- 
nificant social institutions; for example, by 
achievement in school, by adjustment to his 
family, by success in his job, and his support 
of community agencies that aid persons less 
fortunate. The ill person or one who is trou- 
bled from a physical, psychological, or social 
point of view frequently turns to similar insti- 
tutions for help, or within such groups displays 
the symptoms of stress. Therefore we thought 
it logical to make studies of as many significant 
social institutions as time and money permitted. 

Accordingly, we have set up studies of the 
schools and their relation to well children, to 
mental health promotion, and to support of 
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troubled or ill children. These schools are to 
be studied not only in relation to the effect on 
the children, but also the effect of the com- 
munity on the school and vice versa. Ob- 
viously, such studies include school administra- 
tion and faculties. 

The hospitals and clinical services to which 
ill persons or those in trouble turn are also the 
subject of study. The role of private prac- 
titioners, of health clinics, and of similar agen- 
cies will be a part of these studies, as will those 
agencies devoting themselves to treatment and 
rehabilitation of the mentally ill. 

The nonmedical community resources such 
as family service societies that aid persons un- 
der stress are the object of another category of 
studies. We are also interested in agencies 
trying to promote mental health or foster ego 
growth. Among these are the schools, recre- 
ational agencies, community betterment ag- 
encies, and others that may influence positively 
the living conditions in a community. 

At present, five studies of the significant so- 
cial institutions with which people interact are 
under way. As a further check on our con- 
cepts and in the belief that some individuals 
when troubled find strength within themselves 
or seek help from informal or unorganized 
community resources, a nationwide sampling 
survey is being made to determine the extent 
of worry, concern, and tension under which 
people live, the source of these stresses, insofar 
as it is possible to determine in a sampling sur- 
vey interview, and the sources of relief or sup- 
port these people find, either within them- 
selves or within their community. This should 
give us some information on the prevalence and 
nature of people with problems in the Nation, 
and the extent to which they seek relief from 
organized resources, and from informal and as 
yet incompletely understood resources. 

In addition, the Nation’s resources of a 
more basic sort are being studied. These 
studies encompass research activities in the field 
of mental health, the nature and basis of this 
research, and the staffing of research units and 
their support. The manpower problems, the 
numbers of professional people available, and 
the efficiency of their use will be examined. 
From this may come realistic assessment of the 
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needs for the various categories of trained peo- 
ple. Then there is the difficult question of 
where to recruit them. 


Community Studies 


It is obvious that a nationwide sampling sur- 
vey will give data relevant to the Nation as a 
whole but not to any particular community. 
Yet data for particular communities are ur- 
gently needed. 

To attain a true concept of the national 
problem we need enough detailed community 
studies to be able to make comparisons be- 
tween various geographic, socioeconomic, and 
cultural areas of the country. We know, how- 
ever, that the professional resources available 
to work with mental health problems are woe- 
fully inadequate and that research has not yet 
turned up sufficiently firm data to enable us to 
publish booklets telling a community how and 
what it should do to solve all of its mental 
health problems. In fact, the mental health 
problems of communities have not been clearly 
delineated. One suspects that often a commun- 
ity believes that all its misery, grief, and eco- 
nomic problems would somehow be magically 
solved if it had adequate mental health serv- 
ices. 

I believe that effective mental health serv- 
ices, either for health promotion or for pre- 
vention and treatment, should be at the com- 
munity level. The nearer they are to the 
source of the symptoms, the individual, and 
the group within which he lives, the more ef- 
fective -they may be. Also individual dif- 
ferences in communities would modify the best 
plan of attack for handling such problems in 
any particular area. 

For these reasons, then—the need for de- 
tailed local data for comparative purposes on a 
nationwide scale and the community’s need for 
local data for intelligent planning of health 
promotion and treatment and _ rehabilitation 
services—it is desirable that we have surveys 
or studies of as many individual communities 
as possible in a wide variety of areas in the 
Nation. 

A single study team to make a series of such 
studies might be ideal in terms of providing 


comparable data. But unfortunately, by the 
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time a team could complete all the studies, so- 
cial changes in the first area of study wouid 
have taken place, and the comparisons would 
no longer be valid. A more workable substi- 
tute would be simultaneous studies by many 
communities. Data from simultaneous studies 
will be comparable if the communities each use 
the same blueprint for the study and thus ex- 
amine corresponding agencies and factors; and 
if the studies are conducted by professionally 
competent persons in each instance. 

The joint commission at present lacks funds 
to finance community studies of this type, al- 
though it is prepared to act as consultants to 
local groups. In any case, the studies will be 
better accepted and more effective in bringing 
about productive changes in the community if 
they are financed and carried out locally. 

The commission will aid a community in 
planning the preliminary community meetings 
necessary to create interest in the study and to 
get the cooperation of local community serv- 
ices, agencies, and citizens. It will help select 
and recruit the trained professional staff neces- 
sary to carry on such a study, probably the 
most difficult phase in preparation of the study, 
and will advise in setting up the study plan 
so that the results may be comparable with 
those in other communities. 

A study design might be built around the 
following major areas: 

¢ The nature and extent of the community’s 
mental health problem. This would take into 
account not only the mentally ill, those under 
treatment in hospitals, clinics, or private prac- 
titioners’ offices, but also the juvenile delin- 
quent, and the alcoholic, the improvident, and 
otherwise maladjusted person. 

¢ The community’s agencies as resources for 
dealing with such problems. Some assessment 
should be made as to whether or not these re- 
sources are adequate in support and staffing or 
whether they function according to a poorly 
organized, ineffective, or repetitious pattern. 

¢ The community’s resources and activities 
for mental health promotion and for the pre- 
vention of mental disease. These encompass 
not only health agencies, but also those tending 
to build resilience of character and the ability to 
stand the inevitable stresses and buffets of life. 
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¢ The effectiveness of the various social and 
professional agencies and the relation that de- 
gree of effectiveness bears to the particular so- 
cioeconomic and cultural features of a com- 
munity. 

¢ Drafting proposals for the next steps based 
on data obtained in the first four studies and 
formulating long-range goals in each com- 
munity. 

Such a scheme can be accomplished with 
cooperation, work, and money. 

The time and cost of the study would vary 
with the size of the community, its complexity, 
and the nature of its problems. In a smaller 
community in which the formal part of the 
study would be completed in 1 year, the cost 
would probably range from only about a few 
thousand dollars in the smallest communities to 


50 or 60 thousand dollars in the larger ones. In 
some communities these sums equal the amount 
appropriated for the family service society or 
for the child guidance clinic; they are small, 
however, when compared with the total cost of 
mental illness to any community or with money 
wasted through creating services without an 
overall concept or plan of the services needed 
to solve these problems in a_ particular 
community. 

We will never have a complete concept of the 
mental health processes of the Nation, nor will 
we have a sound platform with which to launch 
reconstructive services, without this community 
participation and involvement. We hope many 
of you can initiate such studies in your own 


areas, 


Mental Health Education 


Anxious and impuise-ridden America needs not so much the treat- 
ment of diagnosed cases as the prophylaxis of mass suffering by public 


health methods. 


A population suffering chronically from modern technology and 
its byproducts and from a tendency to let infantile emotional values 
dominate the traditional values of mature thought requires instruc- 
tion in secondary schools and colleges by personnel specially trained 


in mental hygiene. 


Recommended in lieu of the past practice of 


vase finding and treatment in the schools are courses in the manage- 
ment of tensions that disrupt social life. 

Train children so that they will grow to be understanding husbands, 
wives, and parents, who will cooperate with one another in the mutual 
management of family emotional problems . . . so that America will 
assume leadership of human international understanding. 

—JuLes Henry, Ph.D., professor of anthropology, Washington University, 

St. Louis, addressing the 1957 National Health Forum. 
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mental health a : 


TD WIDESPREAD USE of tranquilizing 


drugs and their public health consequences was the topic of a roundtable 
discussion at the November 1956 meeting of the American Public Health 


Association in Atlantic City. 


Appearing on the following pages are briefs 


of the papers of the five panel members who have been working in services 
that have been affected by the use of these drugs and of the introductory 
and summarizing remarks of the panel’s co-chairmen, Dr. Morton Kramer 


and Dr. Roger Howell. 


The session was sponsored by the Mental Health 


and Public Health Nursing Sections of the American Public Health Asso- 
ciation and the Committee on Public Health of the American Psychiatric 


Association. 


Questions Posed by Use 
Of Tranquilizing Drugs 


In the past 2 years a new series of 

b . f drugs has assumed an important 

rie # place in American medicine. These 

drugs are referred to as the tran- 

quilizing drugs or the ataractics, a term de- 

rived from the Greek a-taraktos, meaning “not 
disturbed.” 

Some of the more important of these com- 


- 





Based on a statement by Morton Kramer, Sc.D., 
chief, Biometrics Branch, National Institute of Men- 


tal Health, Public Health Service, Bethesda, Md. 
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pounds are: chlorpromazine, a phenothiazine 
derivative developed in 1950 in France, which 
became available for clinical use in the United 
States in 1954; reserpine, a purified alkaloid 
derived from Rauwolfia serpentina, the root of 
which has been used in India and adjacent 
countries for years for various disorders in- 
cluding insanity; and meprobamate. 

The tranquilizing drugs are being used to 
treat a wide spectrum of psychiatric disorders, 
hypertensive vascular disease, and many other 
Although these compounds are 
quite different chemically and differ markedly 


conditions. 


in some of their effects, they all seem to share 
some properties in common, particularly an 
ability to produce a tranquilizing effect. Thus 
these drugs are reported to reduce motor ac- 
tivity, disturbed behavior, tension, and anxiety 
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without producing sleep. The tranquilizing 
effect has been reported to be of value in the 
treatment of hospitalized psychotics by di- 
minishing disturbed behavior without prevent- 
ing patients from continuing to take part in 
psychotherapy, occupational, recreational, and 
other forms of therapy. 

Tranquilizers are being widely used not only 
in mental hospitals but also in general medical 
practice. For example, the Health News In- 
stitute released an estimate that 35 million 
prescriptions will be written this year for tran- 
quilizers. Medimetric Institute, Inc., a New 
York pharmaceutical market research firm, re- 
ported that 3 of 10 compounds prescribed most 
frequently by physicians in 1955 were tran- 
quilizers. 

The tranquilizing drugs have been heralded 
as opening a new era in psychiatry. Although 
these drugs have such a potential, many facts 
are needed to assess the public health and so- 
cial consequences that may arise from their 
widespread use. The question might be asked 
as to why the widespread use of these drugs 
concerns the public health professions. Sev- 
eral reasons can be given: 

¢ They highlight a type of toxicity that the 
medical profession should be increasingly 
aware of—psychological or behavioral toxic- 
ity. 

¢ They can have a tremendous effect on the 
mental hospital population of the Nation, solv- 
ing and at the same time accentuating prob- 
lems of treatment, staffing, followup services, 
and future building requirements. 

¢ They can have a considerable effect on the 
organization of community psychiatric serv- 
ices and other forms of medical care. 

Tranquilizers can produce not only biologi- 
cal side effects, such as jaundice, agranulocyto- 
sis, and a Parkinsonian-like syndrome, but 
also psychological side effects. For example, 
severe depression with suicidal tendencies has 
occurred in some persons treated for hyper- 
tensive vascular disease with reserpine and 
other rauwolfia products. 

A point of major emphasis at the recent Con- 
ference on Evaluation of Pharmacotherapy in 
Mental Illness was that animal methods are at 
present poorly developed not only for predict- 
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ing certain types of toxicity in such tissues as 
the liver, skin, and bone marrow—tissues es- 
pecially affected by some of the drugs cur- 
rently used in mental illness—but also for pre- 
dicting behavioral toxicity in man. The ques- 
tion is how does one translate behavioral ef- 
fects produced by drugs in animals to expected 
behavioral effects in man. In addition, it is 
possible that some drugs will not affect animal 
behavior but will affect human behavior. 

Behavioral toxicity of drugs is of public 
health concern. It is urgent, therefore, that 
we learn more about other psychological ef- 
fects of tranquilizers as well as their biological 
effects. For example: 

Are many persons in the industrial popula- 
tion on these drugs? If so, how are their re- 
action times and learning abilities affected ? 
Are such persons subjected to higher accident 
risks than persons not on these drugs? 

Is it safe to permit persons to drive auto- 
mobiles while on these drugs ? 

Are these drugs being used as a sedative for 
children? If so, how do they affect “normal” 
psychological and emotional development of 
children? What effect do they have on 
learning processes? 

Do these drugs produce any damage or cause 
changes either in the central nervous or other 
organ system so that persons on these drugs 
will be more susceptible to attack of mental dis 
orders or other types of diseases ? 

Because of the magnitude of the problem of 
the hospitalized mentally ill, hospital adminis- 
trators and public health, welfare, and other 
governmental officials are interested in finding 
some way either to reduce first admission rates 
to these hospitals, to effect a higher release 
rate, or to keep readmission rates low and thus 
eventually to decrease the size of the resident 
populations. The tranquilizing drugs possess 
some of the necessary properties of an agent 
that could achieve such results. However, 
much more information is needed about proc- 
esses operating in society that lead to hospitali 
zation and about the factors in the hospital and 
in the community that lead to release before 
any major portion of observed differences can 
be attributed to the tranquilizing drugs. 

Between 1940 and 1950 there had already 
been striking variations—and, in several in- 
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stances, reductions—in age-specific first ad- 
mission rates to State mental hospital systems. 
Much careful epidemiological and social sci- 
ence research is needed to explain such trends. 
Many facts are needed about “paths to the 
mental hospital” as well as “the barriers” hos- 
pital administrators place between the hospital 
and the community before one can determine 
what part the tranquilizing drugs may be play- 
ing in the reduction of admission rates. 

Interpreting release rates from mental hos- 
pitals is a complex problem. Even prior to 
the advent of the tranquilizing drugs there 
had been striking increases in these rates. One 
must question whether increases in release rates 
over the years are due to (a) more intensive 
use of various psychiatric therapies, (0) differ- 
ences in the kind of risk being admitted now as 
compared with years ago, (c) changes in atti- 
tude of staff toward level of improvement ex- 
pected in patients prior to release, (7) admin- 
istrative factors and staff and patient organiza- 
tion within the hospital, or (e) changes in the 
attitudes of the community and of the patient’s 
family toward the mental hospital and the 
mentally ill. 

The questions about the influence of the tran- 
quilizing drugs on the outcome of hospital 
treatment emphasize quite sharply the need 
for clarification of what constitutes psychiatric 
treatment and as to what are the objectives of 
treatment within the hospital setting. If 
hypotheses with respect to the effectiveness of 
the tranquilizing drugs in accomplishing the 
goals of hospital treatment are to be tested, 
then it is essential that experiments and studies 
be devised that permit comparison of the effec- 
tiveness of a treatment method without use of 
the drugs with its effectiveness when the drugs 
are used. 

Not only has the number of personnel in 
mental hospitals been inadequate in relation to 
the number of patients but the turnover of 
personnel has also been relatively high. The 
introduction of the tranquilizing agents has 
made possible the reduction or elimination of 
motor excitement in patients and of the associ- 
ated need for seclusion and restraint in wards 
of mental hospitals. This changed milieu 
raises serious questions about how existing 
staffs will have to be retrained and how staff- 
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ing patterns should be changed, both as to char- 


acter and numbers. 

There is urgent need for carefully designed 
followup studies to determine the relationship 
of diagnosis, sex, age, length of hospitaliza- 
tion, therapy, and the socioenvironmental fac- 
tors encountered by patients in the extrahospi- 
tal world to relapse or successful readjustment. 
The use of the tranquilizing drugs suggests 
these further questions: 

How should dosage levels used in the hospital 
be modified up to time of release ? 

When the patient is released, on what dosage, 
if any, should he be maintained ? 

What problems does the use of these drugs 
pose for the family ? 

What information should the family be 
given ? 

What resources in the community are needed 
to follow up these patients adequately to pre- 
vent serious complications from developing, to 
detect complications when they have developed, 
and to take appropriate steps to safeguard the 
patient, his family, and the community and 
to facilitate readjustment of the patient to the 
extrahospital world ? 

The preceding comments touch briefly on 
only a few of the problems the advent of the 
tranquilizing drugs poses to the public health 
profession. The participants in this round- 
table discuss in greater detail some of the prob- 
lems already mentioned and additional ones. 


Development and Testing 
Of Psychiatric Drugs 


\ 


It would be highly desirable to be 
b ° rs able to use animal tests to predict 
rie # both the clinical efficiency of drugs 
7 and adverse reactions in man. Un- 
fortunately, such animal tests cannot at pres- 
Nevertheless, the results 







ent be relied upon. 





Based on a paper by Jonathan Cole, M.D., chief, 
Psychopharmacology Service Center, National Insti- 
tute of Mental Health, Public Health Service, 
Bethesda, Md. 
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of drug studies in animals can furnish useful 
leads for human studies, and, as more infor- 
mation is collected, the “prognostic value” of 
animal studies may be increased. 

An interesting example of an animal study 
is Eckhard Hess’s study of the effects of 
meprobamate on “imprinting” in the newborn 
duckling. This work illustrates well the dan- 
gers in generalizing from one species to an- 
other. 

The duckling in its first day of life forms an 
indelible permanent attachment to any mov- 
ing object to which it is exposed. In nature 
this is, of course, its mother, but in the labora- 
tory artificial but enduring attachments to spe- 
cific humans, wooden images, or other “un- 
natural” stimuli can be produced. Meproba- 
mate, in doses which apparently do not alter 
the duckling’s behavior, can prevent it from 
forming an attachment to anything at all. 

One could, by wild generalization, conclude 
that meprobamate should never be given to 
children lest it alienate them from their par- 
ents. This conclusion could be challenged on 
several counts. For one thing, “imprinting” 
in such a dramatic form has never been shown 
to occur in infants or young children. For an- 
other, it may well be that “anxiety” makes the 
duckling “imprint,” and the meprobamate may 
merely reduce anxiety rather than specifically 
destroying filial love. However, such a find- 
ing provides a stimulus for rigorous drug test- 
ing in man. It also demonstrates that the 
value of a drug is related to its setting. Ina 
patient nearing panic, it may be very necessary 
to reduce anxiety; in a student preparing for 
final examinations, some anxiety may be neces- 
sary to survival in school. 

Almost all drugs with any real efficacy may 
produce side effects, or sensitivity reactions, 
even in therapeutic doses. Serious or lethal 
effects may occur from excessive doses of such 
relatively common pharmacological agents as 
aspirin, digitalis, or penicillin. 

The Food and Drug Administration passes 
judgment on the release of drugs for prescrip- 
tion use and for sale to the public. To carry 
out this function, it makes sure that certain 
types and amounts of animal and human test- 
ing have been properly carried out so that one 
can be reasonably sure that the drug is safe 
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when used in accordance with instructions. As 
the law directs, FDA’s major concern is with 
possible harm; it does not usually pry deeply 
into a drug’s therapeutic efficacy, though this 
is taken into consideration. 


Nonspecific and Behavioral Effects 


The development and use of tranquilizing 
and related drugs for the treatment of psy 
chiatric illness bring with them two types of 
possible harmful effects that cannot be entirely 
eliminated even by careful presale testing. 

One kind of effects are those not specific to 
these drugs but encountered in some of them, 
that is, toxic or hypersensitivity reactions af 
fecting the liver, bone marrow, or skin. I am 
told that no animal method exists which can 
insure that a drug will not harm these organs 
in man in a small percentage of cases. Unless 
early prerelease clinical trials of several thou 
sand cases are insisted upon, no accurate evalu 
ation of the possible incidence of such effects 
in man can be made. 

The other type of toxicity, not peculiar to the 
tranquilizing drugs but highlighted by them, 
can be described by the phrase “behavioral 
toxicity,” which is now often used to describe 
possible adverse actions of drugs on psycho 
logical functioning and behavior. This can be 
illustrated by the schizophrenic patient who, 
under a heavy dose of thorazine, sits drooling 
and comparatively immobile all day. He is not 
“disturbed,” but many might doubt whether 
all the drug’s effects are beneficial. At a less 
extreme level, it has often been suggested that 
patients treated with these drugs may show 
pathological lack of anxiety about red lights 
or family problems. 

Unfortunately, such effects are both difficult 
to predict by animal experiment and difficult 
to detect in humans, at least at moderate 
dosages. 

One may look for a psychiatric drug in at 
least two ways: One may synthesize chemical 
variants of a known drug that may, hopefully, 
be more potent or less toxic than the original. 
Or one may set up an animal test designed to 
dletect a desired type of drug action and try out 


a variety of types of compounds looking for 


one with the desired effect. 








Current animal tests, however, are usually 
based on types of behavior which may bear 
only a superficial similarity to human mental 
illness. Animal counterparts of schizophrenia 
or depression seem particularly difficult to de- 
Also, results with animals may differ 
For example, one anti- 


vise. 
from results with man. 
tuberculosis drug, not effective in treating 
rabbit tuberculosis, was found almost by acci- 
dent to be effective in human tuberculosis. A 
variant of morphine, N-allyl-morphine, has no 
analgesic properties in animals but does have 
them in man. 

Following appropriate and careful animal 
screening to rule out acute and chronic toxic ac- 
tions, the testing of the drugs for psychological 
effects in man becomes particularly necessary. 
Especially acute clinical observation and free- 
dom from bias are needed to detect possible 
helpful effects, and sensitive psychological pro- 
cedures must be devised to detect possible ad- 


verse effects. 


Opportunities for Studying 
Inpatients and Outpatients 


: Psychiatric services of general hos- 

b » £ pitals and outpatient psychiatric 

rief clinics have one feature in common: 

They are usually under the same 

roof. In almost every other respect, they are 

at opposite extremes with regard to drug 
studies. 

The psychiatric service of the general hos- 
pital permits intensive study of short-term ef- 
fects of new drugs on inpatients. Close 
contact between patients and staff permits 
ready accumulation of extensive and reason- 
ably accurate data about the effects of the 
drugs. Compared with mental hospital pa- 
tients, general hospital patients can report 
drug’s subjective 


more adequately on the 


effects. 


¢ 





Based on a paper by Jerome D. Frank, M.D., Henry 


Phipps Psychiatric Clinic, Johns Hopkins Hospital, 
Baltimore, Md. 
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There are, however, certain disadvantages of 
this setting. Among them are the short aver- 
age stay (about 3 months) and the fact that 
many patients, those from distant points, are 
difficult to follow after discharge. Further- 
more, because the patient population of the 
general hospital is usually both small and 
heterogeneous, it takes a long time to accumu- 
late an adequate sample of a given kind. <A 
more serious difficulty arises out of one of the 
virtues of the setting: The high staff-patient 
ratio, with intensive individualized treatment, 
makes it impractical to appraise effects of the 
drugs separately or to conduct a controlled 
experiment. Finally, since the improvement 
rate of the psychiatric service of most general 
hospitals is high even without the use of spe- 
cial drugs, there may be a tendency of experi- 
ments there to underestimate the value of 
these drugs in other settings where opportuni- 
ties for intensive treatment are fewer. 

Because of its favorable features, the psychi- 
atric service of a general hospital has a spe- 
cial obligation to evaluate new drugs by using 
them judiciously under conditions as well con- 
trolled as possible, with aid from persons 
trained in research design such as clinical 
psychologists. 

The possibility of using tranquilizing drugs 
to treat outpatients has public health implica- 
tions that are both challenging and difficult. 
Since the mass of those who suffer emotional 
disturbances are not hospitalized, a drug which 
truly helps them would be a great boon. The 
beneficial effect of a drug, however, must be 
weighed against its toxicity and its cost. At 
present the new tranquilizers cost 10 to 15 
times as much as the old standbys such as the 
barbiturates. Therefore, they would presum- 
ably have to be several times as effective to 
justify their general use, especially for a pro- 
tracted span of time. 

As to toxicity, without adequate supervision 
patients can easily overdose themselves. Toxic 
effects that are of no consequence in a hospital 
setting may be hazardous elsewhere. For ex- 
ample, Frederick Lemere has reported that 
drowsiness produced by self-administered over- 
doses of meprobamate was responsible for at 
least one automobile accident and for another 
patient’s falling and injuring her shoulder. 
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Even prescribed dosages may produce toxic 
effects after prolonged use. For patients who 
are seen only once every 2 or 3 weeks, there 
is ample time for a toxic reaction to become 
severe before it is detected by the physician. 

For these reasons, extensive use of untried 
drugs with outpatients seems unwise. At 
Phipps, fewer than 10 percent of the patients 
receive any of the new tranquilizers. 

Although the need for careful study of the 
effects of these drugs among outpatients 
is urgent, most outpatient clinics present for- 
midable obstacles to controlled experiment. 
Such clinics usually are grossly understaffed. 
Many of the doctors may spend only a few 
hours a week in the clinic. Many patients see 
a different doctor on each clinic visit. The 
visits are apt to be so widely spaced and brief 
that patients cannot be adequately observed, 
and their records are apt to be sketchy. 

Under the circumstances, there is no oppor- 
tunity gradually to increase the dose to the 
point of maximum therapeutic benefit while 
holding it below the threshold of toxicity. 
This is especially important with certain tran- 
quilizers because of the wide range of reactions 
among patients. 

There is, moreover, no way of observing, 
much less of adequately controlling or apprais- 
ing, what happens to patients during the 
periods when they are not seen in the clinic. 
In particular, there is no adequate way of con- 
trolling drug dosage. Some patients take less 
than the amount prescribed or take the drug 
only sporadically, without telling the doctor. 
Then the lack of therapeutic effect may be er- 
roneously attributed to inadequacy of the drug. 

Also, the usual outpatient population is diag- 
nostically heterogeneous. Since many patients 
come to the clinic under direct or implied 
duress, they may not be cooperative, or their 
intellectual and educational level may be low, 
so that it is hard to obtain adequate reports 
from them. Many fail to return after one 
visit. 

On the other hand, many psychiatric out- 
patient clinics have available a reservoir of 
chronic patients who come year after year, 
usually to obtain a sedative or to confirm that 
the clinic is still interested in them. Such pa- 
tients may form a group on which long-term 
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as well as short-term effects of drugs can be 
tested. Those with personality disorders, am- 
bulatory psychotics, alcoholics, and patients of 
low educational and intelligence levels, how 
ever, make poor subjects for drug studies. 
Short-term studies of drugs in an outpatient 
setting are possible with the double-blind, own- 
control design. Long-term studies cannot be 
rigorous because of the difficulty of obtaining 
large enough experimental and matching con 
trol groups who will remain in contact with 
the clinic for a suitable period, but they should 
certainly be attempted. The important public 
health implications of the widespread use of in- 
adequately tested drugs with outpatients places 
a special obligation on clinics to carry out 


evaluations. 


Hospital Population Trend 
And Drug Therapy 


In 1954 a series of pilot studies with 


b « ¢ chlorpromazine and reserpine were 
rief carried out in the New York State 
mental hospitals, and after a favor- 
able experience with some 3,000 cases this 
method of treatment was applied on a wide 
scale. During the fiscal year April 1955 
March 1956, more than 30,000 patients were 
given a course of chlorpromazine or reserpine. 
At the end of that period, the mental hospital 
population had been reduced by 452, in con 
trast to a gain of 2,421 for the previous year 
and to the average increase of about 2,000 per 
year for the decade before. The change was 
the most abrupt recorded, at least since 1909. 
To assume that the sudden change in popula 
tion trend was brought about even in part by 
the drugs is open to the usual objections 





Based on a paper by H. Brill, M.D., assistant com- 
missioner for the division of research and medical 
services, and R. E. Patton, M.P.H., director of sta- 
tistical services, New York State Department of 
Mental Hygiene, Albany. A grant from the Albert 
and Mary Lasker Foundation permitted a more than 
routine analysis of the study data. 
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Selected data on movement of patients in New York State mental hospitals 


Resident 
Diagnostic category and patients Admis- Deaths 
vear at start sions 
of year 
All patients 
1954-565 ! 90, 893 21, 459 8, O78 
1955-56 ? 93,314 21, 454 8, 345 
Dementia praecox 

1954-55 ! 52, SOS 7, 218 1, 208 
1955-56 2 53, 719 6, 787 1, 192 
Psychoses with cerebral 

arteriosclerosis and senile 

ps ychoses 
1954-55 ! 13, 995 6, 714 5, 463 
1955-56 2 14, 562 6, SOT 5, 650 

Alcoholic psychoses 
1954-55 ! 3, 486 1, 423 201 
1955-56 ? 3, OSS 1, 448 213 
Tnvolutional psychoses 

1954-55 ! 1, 126 1, 603 227 
1955-56 2 1, 405 1, 631 242 


' Fiseal vear April 1, 1954—-March 31, 1955. 
2 Fiscal vear April 1, 1955-Mareh 31, 1956. 


against post hoc reasoning, but we have as yet 
been unable to identify any other simultaneous 
change in conditions that could satisfactorily 
account for it. Comparing the figures for 
1954-55 with those for 1955-56 (see table), we 
were able to establish several facts rather 
easily: 

° There was no significant increase in deaths 

* There was no decrease in total admissions. 

* There was no decisive change in the type 
of admissions. The number of schizophrenic 
admissions decreased, and there was some in- 
crease in senile and arteriosclerotic admissions, 
but these variations were not sufficient to ex- 
plain the population change. 

¢ There was a 23 percent increase in the 
number of patients returned to the community. 
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Re- All 
Dis- Placed turned other Resident Cain 
charged | on con- from addi- | patients or 
from valescent con- tions or | at end loss 
hospital care valescent re- of year 
care movals 
3,093 11, 269 3, 968 —566 93,314 +2, 421 
3, 958 13, 102 4, 280 —78l 92 862 — 452 
QO4 5, 433 1,812 — 484 53, 719 + OTT 
1, 176 6, 687 2, 038 —602 52, 887 — 832 
161 SO9 272 +14 14, 562 + 567 
199 853 287 +55 15, 003 +441 
110 1, 046 169 — 33 3, OSS +202 
183 1,078 168 — §6 3, 739 +5] 
182 1, 248 364 —3 1, 405 +279 
283 1, 405 370 —I18 1, 458 +53 


This increase accounted for most of the ob- 
served change in population trend. 

Comparing the final population of 1954-55 
with that of 1955-56 we found a small increase 
in the number of alcoholics remaining in the 
hospitals and a marked increase in the senile 
and arteriosclerotic group. On the other hand, 
schizophrenic patients decreased by 832, and 
among them the gain in releases was far 
greater among those hospitalized several years 
While 431 
fewer schizophrenic patients were admitted in 
1955-56 than in 1954-55, the number released 


was 1,254 greater, much of the difference being 


than among those newly admitted. 


drawn from the less recent admissions. For 
the previous 10 years, the number of schizo- 
phrenic, alcoholic, arteriosclerotic, and senile 
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patients in these hospitals had increased each 
vear. 

Examination of a very large amount of sta- 
tistics showed that in 1955-56 there was a small 
and somewhat variable degree of improvement 
in release rates for several diagnostic cate- 
gories other than dementia praecox, and the in- 
crease of each in the hospitals was slower in 
1955-56 than in 1954-55. We cannot rule out 
drug therapy as a factor in the improvement 
of the figures for nonschizophrenic patients 
since many of them received medication, but 
it is safer to assume that the small improve- 
ment in the aleoholic and senile-arteriosclero- 
tic categories was due to the operation of some 
general factor and that this factor also prob- 
ably accounted for a part of the improvement 
Most of the 


change, however, is clearly not a general one 


in the schizophrenic category. 


but is confined to certain special classes of 
patients. We believe, therefore, that a very 
large share of the improvement can be attrib- 
uted to the drug program. 

The effect of tranquilizing drugs on the need 
for forcible restraint was almost equal in im- 
In October 1954, before chlorproma- 
zine and reserpine were used in any significant 


portance. 


number of cases, restraint or seclusion was 
being used for 23.2 per 1,000 patients. As 
drug therapy increased, the number dimin- 
ished. By September 1956, the restraint-se- 
clusion figure had dropped to 6.4 per 1,000, a 
75 percent reduction. 


Implications for the Future 


If experience continues to confirm the obser- 
vations outlined above, it seems that the use 
of these drugs will have a number of important 
implications with regard to the future of men- 
tal hospitals: 

Diminishing emphasis will be placed on se- 
curity functions and services for disturbed 
Extensive and costly hydrotherapy 
installations appear to be outmoded since dis- 
turbed patients can be treated more effectively 


patients. 


and in larger numbers with drugs, electric 
shock, and other forms of somatic therapy. 
The changed atmosphere of the wards has al- 
ready been reflected in their furnishings. In 
the future it will be possible to pay more at- 
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tention to beauty and comfort and less to in- 
destructibility. Layout of buildings will re- 
quire less stress on continuous direct observa- 
tion. (Closed circuit television will reinforce 
this tendency.) 

Special arrangements for insulin shock and 
electric shock therapy still seem to be war 
ranted. 

Laboratory services will have to be enlarged 
to care for the increased work involved in 
supervision of treatment with potent pharma 
ceuticals, 

Personnel of all types will have to be in 
creased. The number of patients on somatic 
therapy in New York State hospitals is almost 
This calls 


for an increase of physicians, nurses, and ward 


six times what it was early in 1954. 


personnel partly for direct supervision of treat 
ment but in even larger measure to supply the 
various types of psychotherapy and activity 
therapy for which many patients are now eligi 
ble. An expansion of the staff of occupational 
and recreational therapists will also be re 
quired. The reduction of work resulting from 
control of disturbed behavior is far more than 
offset by the increased need for other services. 
A greatly expanded training program for 
all categories of personnel will be required. 
As the therapeutic potential of the hospitals 
increases and as turnover of patients becomes 
more rapid, these institutions will be less a 
place of final disposition and more a part of a 
This 


will increase exchange of. consultation and 


system of community health facilities. 


technical services with other community agen 
cies and will require strong social service de 
partments. 

As turnover of patients becomes more rapid, 
quick methods of reporting and analyzing data 
will be needed to feed back information in time 
to guide current hospital operations. 

Hospitals will require research units equipped 
and staffed to take part in the evaluation of 
new therapeutic agents. 

The hospitals will have to replace working 
patients with paid help in kitchens, wards, and 
other hospital locations since the population 
of the mental hospital is coming to be made 
up of the fully disabled. 

The immediate need for new hospital beds 
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has not decreased. Viewed in the perspective 
of this need, success with drug therapy appears 
almost trifling since the hospitals are still over- 


crowded and obsolescence of facilities is se- 


rious. 


Supportive Services 


For Patients at Home 


\ Although we have had limited ex- 
perience in Kentucky in giving pub- 
lic health nursing services to patients 





on tranquilizing drugs, we have 
established the groundwork for such services in 
a pilot area in the western part of the State. 
The emphasis in this project has been to give 
supportive help to families of hospitalized 
mental patients. We started with the assump- 
tion that if the family and the community were 
to play a role in rehabilitation of the men- 
tally ill, they, particularly the family, must 
participate in his treatment. When the patient 
returns home for trial visits, the family must 
accept his illness and have some understand- 
ing of his experiences in the hospital. 

The Kentucky pilot project was carried out 
in three counties in western Kentucky—Mar- 
shall, McCracken, and Daviess—served by 
Western State Mental Hospital. 

Before the project was initiated, a week of 
inservice training for public health nurses was 
given at Western State Mental Hospital, with 
lectures by the professional staff, films, discus- 
sions, ward observation, and visits with the pa- 
tients. A referral system was agreed upon 
whereby the hospital social service department 
would notify the public health nurse when a 
patient from her county was admitted for the 
first time. The hospital referral form included 
the date of admission, directions for reaching 
the patient’s home, the relative to be contacted, 





Based on a paper by Mildred Kingcade, R.N.. 
M.P.H., mental health nurse consultant, division of 
community services, Kentucky State Department of 


Mental Health, Louisville. 
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tentative diagnosis, and information relative to 
development of the patient’s illness. 

During the first 13 months of the project, 
94 patients were referred to the 10 nurses in 
the 3 counties. The public health nurse visited 
the home of each patient, and findings of her 
visit were reported to the hospital medical 
staff. A more complete report was sent to her 
when the patient was discharged or sent home 
on trial visit. This report included diagnosis, 
prognosis, course of treatment in the hospital, 
and recommendations to the public health 
nurse by the hospital psychiatrist, nurses, and 
social worker. 

The nurses’ visits to the patients’ families 
have proved to be valuable in many ways. See- 
ing families of the mentally ill has helped the 
nurse to offer comprehensive services for the 
entire family. Visits to the home have en- 
abled her to interpret the patient’s illness, the 
need for hospitalization, admittance proce- 
dures, and hospital policies. Her talks with 
the family have helped to allay their expressed 
fears and anxieties and have helped the family 
accept the patient’s illness and the patient him 
self when he returned home. The nurse also 
has made essential referrals to community re- 
sources and has helped patients understand 
how to use rehabilitation services. 

The counties in this pilot study have had 
only 1 public health nurse to every 15,000 peo 
ple. Yet these nurses have demonstrated that 
their experience in the public health field, their 
knowledge of illness, and their skill in human 
relations have been most beneficial to mental 
patients and their families. 


Toward Improved Services 


The following problems, which arose in this 
study, point the way toward improved sup- 
portive services for mental patients and their 
families. 

There was uncertainty among hospital per 
sonnel and public health personnel as to ob- 
jectives. Public health aims were to help the 
family accept the patient’s illness and to pre- 
pare them for their role in his treatment, trial 
visits, discharge, and rehabilitation. The hos- 
pital personnel expected the public health nurse 
to contribute to diagnosis by keeping a detailed 
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record and also had some expectation that the 
nurse would continue therapy for patients. 

The nurses’ own feelings about mental ill- 
ness were not always adequate. A small num- 
ber of nurses are not emotionally constituted to 
accept this responsibility immediately. It 
takes time, experience, and counseling before 
such nurses feel secure enough to give suppor- 
tive help to patients and their families. 

Nurses did not readily understand their role. 
A nurse often conceives of her role as doing 
something with her hands or of doing some- 
thing for the patient. She may need help to 
realize that in stress situations she may be most 
helpful as a listener. A clearer definition of 
the role of nurses, as well as that of social 
workers, would enhance efficiency of operation. 

Many patients are being released on drug 
therapy without adequate followup services. 
Patients asked nurses these questions: “I have 
taken all of my pills. Should I take more?” 
“How can I get a prescription for my medi- 
cine?” On one home visit, the public health 
nurse advised a patient on tranquilizing drugs 
to go to his family doctor to get his medicine. 
The doctor had to learn from the patient the 
name and the dosage of the drug he was tak- 
ing before he could write the prescription. 
When a patient is discharged or sent home 
on trial visit, a letter of prescribed medication 
should go to his family doctor and a copy 
should be sent to the health department. Un- 
fortunately, some of these patients do not have 
a private physician. Who should assume med- 
ical supervision of these patients ? 

Outpatient clinics or mental health clinics, 
with psychiatrists to staff them, would provide 
patients with a check on their progress and 
continuing supervision. The hospital is usu- 
ally too far away for a discharged patient to 
travel for examination and advice, and the 
patient on tranquilizing drugs may be without 
Physi- 
cians in the community often express a need 


adequate medical supervision at home. 


for consultant services of a psychiatrist in re- 
We are 


trying to establish such clinic services now in 


gard to care of discharged patients. 
Kentucky. 
Public health nurses feel that patients are 


not well enough informed about the importance 
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of continuing drug therapy until the psychia- 
trist says it is no longer needed. A patient 
at home feeling better may quit the drug, with 
the result that he experiences a relapse and 
must return to the hospital for further treat- 
ment. 

Tranquilizing drugs also present a financial 
problem for patients and their families. Many 
patients stop taking the drugs because they 
do not have the money to buy them. 

Nurses participating in the pilot study were 
given lectures on the two drugs which were 
being widely used at that time and were told 
of complications or reactions which might oc- 
cur. They were prepared to recognize and re- 
port untoward symptoms to the patient’s doc- 
tor. However, the nurses feel that they have 
not been adequately informed about drugs more 
recently introduced. 

We found that the nurse could be helpful 
to other professions in obtaining histories and 
information about family situations related to 
a patient’s illness. But we are sure that this 
was not her most important contribution to this 
program, nor the best use of her professional 
skills, nor a role that would have the most far- 
reaching effects. We are convinced that the 
public health nurse’s service in helping the 
family understand the patient, his illness and 
his needs, will lead to community support of 
local facilities for reduction of mental illness. 


Use of Tranquilizers 


In a State Program 


In 1955, when tranquilizing drugs 

br; \ were coming into wide usage in gen- 
le f eral practice, the Maryland State De- 

J partment of Health, on recommenda- 

tion of its Council on Medical Care, decided to 
allow payment for the drugs under Maryland’s 


medical care program. By January 1956, their 





Based on a paper by V. L. Ellicott, M.D., Dr.P.H., 
chief, bureau of medical services and hospitals, 
Maryland State Department of Health, Baltimore. 
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usage and cost had become a serious additional 
expense. 

A typical medical care prescription for a 
tranquilizing drug would be 50 to 100 tablets. 
Directions would usually call for 3 tablets per 
day, so the prescription would last 3 to 5 weeks. 
It would cost the State $5.50 to $4.00. 

By far the most frequent diagnosis of these 
patients is hypertension or hypertension with 
one or more other conditions. Most are over 
15 years old, and the ages run somewhat higher 
than those of other medical care patients. 
Seventy percent are women. 

Bills for tranquilizing drugs are costing the 
medical care program an average of $3,000 a 
month, 11 percent of the total drug cost. The 
program’s drug bills for June 1956 contained 
950 tranquilizing drug prescriptions written for 
665 patients by 253 physicians, approximately 
one-third of the physicians participating in the 
program at the time. 

While the cost of prescriptions for tranquil 
izing drugs seems to be leveling off, monthly 
variations leave an uncertainty as to whether 
aun increase in usage is still going on. There 
does not appear to be any simple means of re- 


ducing the cost of these drugs. 


Study of Selected Records 


A detailed study was made of the records of 
30 physicians who prescribed tranquilizing 
drugs for at least 5 patients during the June 
payroll 
constituted about one-eighth of those who pre- 


(approximately June 1956). These 
scribed tranquilizing drugs, but the 264 pre- 
scriptions written by them were one-third of 
the total. 
of the physicians practice in a fairly large in- 
dustrial county in the western part of the State. 
The cost of the prescriptions written by them 
totaled $445. 
the medical care program and private patients, 
has long been a characteristic of this part of 
Maryland. 

Two-thirds of the prescriptions of these 30 


They cost the program $967. Ten 


High drug prescribing, for both 


physicians called for some derivative of rau- 
wolfia. #leven different 
scribed. The remaining third were about 


forms were pre- 


equally divided between the chlorpromazine 


group) and meprobamate. When matched 
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Source of Data 


Maryland’s medical care program was begun in 
1945 and is operated by the Maryland State Depart- 
ment of Health and the full-time health units which 
In Balti- 
more City a separate program is administered by 
the Baltimore City Health Department. The data 
presented are taken from the program of the 
counties, which offers medical services to approxi- 
mately 20,000 indigent and 6,000 medically indigent 
It pays for physicians’ home and office 


function in each of the State’s 23 counties. 


persons. 
calls, dental, laboratory, consultation, and diagnos- 
tic services, and drugs. 

When a physician wishes to prescribe a drug for 
a medical care patient, he fills out a medical care 
prescription blank and gives it to the patient. The 
patient takes it to a pharmacy, where it is filled 
without charge. The pharmacist sends a copy of 
the filled prescription to the State health depart- 
ment. This constitutes his bill, and he is reimbursed 
for it according to its wholesale cost plus an allowed 


markup charge and container cost. 





against diagnoses, the drug most commonly 
Chlor- 
promazine and rauwolfia were used in about 


used for hypertension was rauwolfia. 


equal extent for neuropsychiatric diagnoses. 
Meprobamates were prescribed for 2 psycho- 
neurotics and 1 psychosomatic patient. 

A questionnaire was sent to each of these 30 
physicians. Replies were received from 28. 
Since all were selected as heavy prescribers, 
they were assumed to be biased in favor of the 
drugs. asked, therefore, not 
whether the drugs were considered to be use- 
ful but for which types of medical care patients 
they had been found to be of most value. 

Only one volunteered the information that 
he had “not been sold on tranquilizers.” This 


They were 


man referred to the drugs as “overadvertised.” 
One referred to his experience with meproba- 
mate as “not significantly superior to pheno- 
barbital.” 

Harmful side effects were mentioned by only 
one physician. Referring to chlorpromazine 
given to the elderly patient, he said that “con- 
tinual use seems to cause mental degeneration.” 

The majority stated that the drugs were of 
most value in treating specific conditions, prin- 
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Nine said that patients 
with anxiety or nervous tension derived benefit. 
Six volunteered the information that elderly 
patients were improved, three mentioning those 
with emotional conditions and two those with 
Four physicians cited benefit in 


cipally hypertension. 


hypertension. 
painful or terminal conditions, and one men- 
tioned value to patients “requiring mild seda- 
tion and sensitive to barbiturates.” This 
physician also said that he had an elderly pa- 
tient with bronchiectasis who was more relaxed 
and had less gastrointestinal upset when on 
chlorpromazine. One advocated tranquilizers 
for “mild depressions, tension, and anxiety”; 
another, for “the mild hypochondriae type 
with many general but no specific complaints” ; 
and another, for “neurotics.” A few physi- 
cians considered the principal value of tran- 
quilizers to be general with respect to the pa- 
tient’s morale, but most considered that this 
was secondary to their value for specific 
conditions. 

The physicians were asked to “comment on 
the possible value of tranquilizing drugs in en- 
abling some of the medical care patients to re- 
main at home who might otherwise require 
care in a mental hospital.” Eleven either 
stated that they had no such patients or de- 
clined or failed to comment on this question. 
Five, however, stated that they were treating 
one or more patients at home who would other- 
wise require institutional care. 

One physician who serves part time as clini- 
cian in a mental hygiene clinic stated that the 
clinic was treating 15 parolees of one of the 
State’s mental hospitals. He said, “There is no 
question that half of these patients would have 
to be back in the State hospital without the use 
of these drugs.” Eight other physicians, al- 
though not citing any cases, said they con- 
sidered the drugs valuable in this respect. One 
said that he had had no experience with “wel- 
fare cases” on tranquilizing drugs but had “two 
cases of schizophrenia as private patients doing 
well on rauwolfia.” While these replies indi- 
‘ate that a considerable number of mental pa- 
fients are on a regimen of these drugs at home, 
he information is insufficient to estimate how 
nany of them would otherwise require care in 

mental hospital. 
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Summary Remarks 


What about the effects of tranquil- 
izing drugs on hospitalized patients ¢ 
It seems there is little doubt that 
their use reduces in quantity, and 





maybe even in quality, the responses which in- 
This 


has led to changes in the management of hos- 


dividuals make to psychotic processes. 


pital programs in that hospital staffs are more 
oriented to a “total-push” type of treatment. 
The drugs may well affect the course of hos- 
pitalization in that there seems to be some 
evidence that a small percentage of people de- 
velop adverse reactions to the medication. 
Patients seem to leave the hospital sooner, but 
there may be other causes for the decrease of 
length of stay in the hospital. We need to ask 
ourselves, “Have there been changes in admis- 
sion policies? Have there been changes in 
treatment methods‘ Have there been changes 
in the criteria with which a patient is evalu- 
ated before discharge ¢” 

For a number of years we have heard about 
patients being lost in mental hospitals. One 
might ask the question, will these same people 
tend to get lost in communities’ If so, what 
will it mean not only to these individuals but 
to the communities as well? We might well 
wonder about the implication that patients on 
drug therapy are now regarded as being ready 
to leave when they are at a stage that was not 
considered satisfactory before the introduction 
of the tranquilizing drugs. 

As to patients who are not hospitalized, we 
have heard that there were 35 million prescrip- 
tions during the last year for tranquilizing 
drugs in the United States. In the Maryland 
medical care program, the tranquilizing drugs 
amounted to 11 percent of the total drug bill 
in one period. Many of the patients no longer 
in hospitals are being seen only by public 
health nurses if at all. Many of the nonpsy- 
chiatric outpatients on drug therapy are chil- 


dren. 





Based on remarks by Roger Howell, M.D., formerly 
professor of mental health, University of North 
Carolina School of Public Health, Chapel Hill; now 
with the LaFayette Clinic, Detroit, Mich. 


635 








The difficulties in keeping outpatients under 
the proper dosage raise the question of whether 
or not there should be a great deal of dif- 
ference between dosage for hospital patients 
and dosage for nonhospitalized patients. This 
is related to the difficulty of evaluating the 
toxic effects. Reaction patterns, from the bone 
marrow out to the skin, resemble to some extent 
another famous “great simulator.” The diffi- 
culties of research are complicated by the 
many questions concerning behavioral symp- 
toms, as is true also of the use of alcohol or 
bromides. The great question concerning non- 
hospitalized patients is where these people get 
Also, what kind of training 
programs should be developed so that super- 


their supervision. 


visors may understand the nature of the drugs 
and the possible complications ? 

What happens to people who use the drugs 
who are not ordinarily thought of as being psy- 
chiatric patients? Are there potential psychia- 
tric patients who are never brought to the 
psychiatrist as the result of use of the drugs / 
If this be so, is this a desirable or undesirable 
effect? We do not know all that the drug it- 
self may do to them. It is impossible to esti- 
mate the number of persons in the United 
States today who are living in a state of im- 
posed tranquility. We do not 
whether there is an addiction to the drug, and 
know whether persons 


know as yet 


certainly we do not 
using these drugs should be employed in indus- 
try or whether they should be driving a car or 
There is apparently a 
great deal that we do not know about the effects 


even going to school. 


of the drugs on normal persons, using the word 
normal in the ordinarily accepted sense. What 
do they do to human relationships! Also, 
what are the effects of these drugs on people 
who already have organic brain disease / 
Under the heading of effects on health per- 
sonnel comes the question of hospital staff. The 
suggestion that more personnel will be needed 
to carry on treatment of patients on ataractic 
What kind 
of training are we going to offer to prepare 
employees for new programs’ What are going 
to be the differences in the budgets for mental 
hospitals‘ Even in the 
where there may be increases in psychiatric 
beds, there will be need for a different hospital 


drugs seems true for all hospitals. 
general 


hospital, 
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budget and new training for doctors, nurses, 
and administrators as more patients are treated 
with tranquilizing drugs. Similar thoughts 
apply to outpatient clinics and private practice. 

One interesting sidelight on community 
needs for health personnel is that public health 
nurses and others may well need to have a re- 
source for advice on helping people who are 
What kinds of co- 
operative programs are going to be developed 
to assist in the followup care of patients who 


on tranquilizing drugs. 


have been discharged from the hospital or are 
under supervision from an outpatient clinic? 
What does this mean to the family service 
agency, to the police, and to the courts? 

It has been suggested that a manual might 
be given to people who are using tranquilizing 
drugs. One pharmaceutical company has pro- 
duced such manuals and has distributed them 
to mental hospitals to be given to patients when 
they are discharged. 

On the subject of facilities, what physical 
changes are likely in mental hospitals? Can 
we almost completely do away with seclusion 
areas and build different 

There seems to be an in- 


and confinement 
therapeutic units / 
dication that we will need more units to stimu- 
late a return to the nonhospitalized society. 
Certainly, extended social service units in hos- 
pitals should work out cooperative programs 
with existing facilities close to the past or po- 
tential patient. 

In general hospitals, we will need a great 
deal more occupational and recreational ther- 
apy and training programs for personnel in 
these units, along with social service depart- 
ments in the hospital and laboratory facilities 
related to the drugs. There will be an in- 
creased need for outpatient facilities for psy- 
chiatric patients and for both professional and 
popular education. 

The health department may see the drugs as 
another aspect of the effects of nutrition upon 
the public’s mental health. Will health depart- 
ments seek to know the number of people in 
the community who are using tranquilizers? 
Obviously, the health department will have 
greater need than ever before to affiliate itself 
very closely with rehabilitation units in hos- 
pitals and other agencies in the community. 
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As for the community as a whole, or that 
jurisdictional entity known as the body politic, 
one of its most important units is the family. 
What is the use of tranquilizing drugs going 
to do to the family’ Will there be more 
families with “sick” members? These may be 
less sick than before but still sick enough to 
make demands upon the family. We can see, 
then, a great need for educating families who 
must support such patients. How may family 
crises change as a result of the drugs’ If the 
usual leader goes on the drugs, he is less apt to 
respond with an emotional charge to a chal- 
lenge. What may be the effects of changes in 
family interaction and competition, particu- 
larly upon children? Apart from the financial 
costs of the drugs, what is going to be the emo- 
tional cost inflicted by the presence of a still 
moderately sick person in this family’ What 
does this do to the usual identification processes 
which go on in families? Willa child be more 
or less likely to identify with an individual 
who ordinarily adapts to life in a sick pattern ‘ 

Similar community issues arise in industry 


and business. Should day laborers and manual 
laborers be on tranquilizing drugs‘ Should 
people in a position to make important de- 
cisions be given the drugs! What is going to 
happen to group morale if a fairly large num- 
ber of the group take tranquilizing drugs ¢ 

What does it mean that such a large per- 
centage of our population has found it desir- 
able to use tranquilizing drugs? What kind 
of times are we living in, anyway’ Have we 
become afraid of “anxiety”? Does this mean 
that we are developing into the kind of people 
who shun responsibility 4 What kind of health 
problems will we then encounter in the future / 
Is there such a thing as “tranquilizism,” com- 
parable to alcoholism, and if so, what is this 
going to mean ‘ 

In conclusion, there has been much informa- 
tion which has indicated that the drugs do have 
a beneficial effect on some patients, but we need 
to learn a great deal more about how the drugs 
are to be used safely and effectively. It seems 
certain that with continued effort we will learn 
to use these drugs in an appropriate fashion. 


Minimum Daily Requirements for Two B Vitamins 


Minimum daily requirements for niacin have been fixed for the first 
time by the Food and Drug Administration. The regulation, pub- 


lished in June 1957, also lowers the adult minimum daily requirement 
for riboflavin. In order to allow producers to comply with labeling 
requirements, the order is to become effective July 1, 1958. 


When minimum daily requirements were first set up for vitamins 
in 1941, clinical evidence of the niacin requirement was insufficient to 
fix the minimum needs for the vitamin. Studies since then have led 
to the establishment of the minimum requirements at 2.5 mg. for 
infants, 5 mg. for children under 6 years, 7.5 mg. for children of 6 or 


more years, and 10 mg. for adults. 


The revised adult requirement for riboflavin has been changed to 
a minimum of 1.2 mg. daily from 2 mg., which had been based on 
limited evidence in the cure of ariboflavinosis. 
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mental health a 


Recommendations for Reporting Studies 


of Psychiatric Drugs 


EKADING clinical investigators and editors 
L of scientific journals conferred in Wash- 
ington, D. C., January 14-15, 1957, on ques- 
tions in the reporting of psychiatric drug 
studies. The conference was arranged by the 
recently established Psychopharmacology Serv- 
ice Center of the National Institute of Mental 
Health, Public Health Service, in collaboration 
with the American Psychiatric Association. 

Several specific conditions in the field of psy- 
chopharmacology prompted the calling of this 
conference. Among these were (a) the great 
and expanding mass of literature dealing with 
clinical evaluation of drugs, (2) inadequacies 
of published papers, particularly with reference 
to details of pertinent information, (¢) present 
pressures and anticipated pressures for space 
in existing journals, and (d@) need for rapid 
presentation and exchange of information in 
order to provide for optimal development of 
techniques and utilization of research findings. 

The major purpose of the conference was to 
consider ways in which reports of clinical eval- 
uation studies of psychiatric drugs might be 
made more informative and more useful. The 
objective was not merely to develop recom- 
mendations on how more information might 
be provided, but rather to consider what kinds 
of information might help make reports more 
relevant, more meaningful, and more conducive 
to improved research efforts. It was not within 
the scope of the conference to set down details 


of methodological standardization. The mis- 


sion was to improve communication in the pub- 
lished literature. 
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A number of clinical psychiatrists, together 
with representatives of other pertinent areas 
(psychology, pharmacology, and internal med- 
icine), were invited to participate. A group of 
scientific journal editors were also invited to 
examine the impact of research in psychophar- 
macology on their publications and consider the 
implications for the scientific and medical lit- 
erature of the major effort now under way. 
Nathan S. Kline represented the American 
Psychiatric Association. 

Each participant served as a member of 1 
of 5 committees: Patient Selection and De- 
scription, Evaluation of Change, Description 
of the Treatment Setting, Drug Therapy and 
Toxicity Reactions, and Editors. The work 
of these committees constitutes an unusually 
detailed analysis and delineation of the prob- 
lems of adequate reporting of clinical drug 
evaluation studies. Proper focusing and selec- 
tion in relation to the particular problem under 
study must remain the decision of the indi- 
vidual investigator. 

The reports of four of the committees, with 
only slight editorial changes, are presented be- 
low. The report of the fifth, the Committee 
of Editors, dealt with a wide variety of prob- 
lems related to psychopharmacology. Spe- 
cifically, this committee was concerned with the 
quality of many papers submitted for publica- 
tion, the peak point that will be reached in the 
number of articles dealing with psychophar- 
macological research, the need for immediate 
publication of many papers, the usefulness of 
a new publication, and the role of the Psycho- 
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pharmacology Service Center as a focus of in- 
formation and communication. Roy R. 
Grinker was chairman of the Committee of 
Editors. 

The productive efforts of the committees de- 
serve the commendation of the workers in this 
field. 
lyze a host of significant variables that are re- 
lated differentially to any single study on any 
They 


The committees have attempted to ana- 


specific drug on any sample population. 
have developed an outline of the factors that 
any research worker must consider when re- 
porting drug evaluation studies. Clearly, how- 
ever, the committees have set forth guidelines, 


not standards of excellence, in their recom- 
mendations. 

It is our hope that the committees’ recom- 
mendations will prove useful and meaningful 
to the wide variety of technical personnel in- 
terested in drug evaluation studies and their 
outcome. In many instances there are direct 
implications to the nature of experimental de- 
signs employed. It is not intended, however, 
that the nature of such studies be prescribed 
or standardized. The purpose of the confer- 
ence was to consider the reports of investiga- 
tions. In this purpose we hope the conference 


has been successful. 


—JonaTHAN O. Coe, M.D., chief of the Psychopharmacology Service Center, 
National Institute of Mental Health, Public Health Service, SHERMAN Ross, 
Ph.D., and Lorraine Boutuitet, Ph.D., staff members of the center. 


Committee on Patient Selection 
and Description 


Harry Freeman, chairman 


The committee focused its discussion and 
recommendations along the lines that seemed 
most likely to achieve the following two pur- 
poses: (7) that the reader of a report be ade- 
quately informed concerning patient selection 
and description in a given study and (/) that 
the results of smaller studies might conceivably 
be pooled for statistical analysis. The first 
purpose is probably an obvious one, but at this 
stage of research in drug evaluation it may be 
useful to spell out in some detail the kinds of 
information that should be included, or at least 
considered for inclusion, in all reports. 


Factual Information 

In order to achieve some comparability in 
research reporting, the following might be 
given in descriptions of patients: 

Age. It appears that there may be some re- 
lation between age and responsivity to drugs. 

Sex. Response to drug therapy might vary 
with sex, and it is therefore desirable to record 
it. 

Ethnic origins. Cultural or genetic patterns 
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might show differences in type or severity of 
psychosis and in response to drugs. 

Religion. This factor should be recorded 
as an ethnic element because of its possible 
influence. 

Intelligence. 


ideally by a precise psychological evaluation, 


This factor should be noted, 


but at least by clinical impression of the in- 
vestigator. 
Education. The last year of schooling is the 
most practical measure that can be used. 
Socioeconomic factors. The last usual occu- 
pation and the average yearly income of the 
patient or of the household should be listed. 
Community from which patient is drawn. 
Information on the type of community (urban 
or rural) and its general economic level might 
be included. 
Marital status. 


ta! status is suggested. 


A simple statement of mari- 
Premorbid personality. Information can 
usually be obtained only from the family and 
is often inadequate, but, if possible, it might 
be recorded. The type of personality (inade- 
quate or schizoid, for example) and the degree 
of stability of the personality and any anti- 
social trends should be noted. 

Family history. Information is ordinarily 
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limited, but incidence of mental illness in the 
immediate family could be determined. 

Duration of illness. Data are usually inade- 
quate, but some differentiation can be made 
on the basis of whether the illness is relatively 
recent or long standing. 

Onset of illness. The onset characteristics 
(sudden or gradual) should be given. 

Duration of hospitalization or treatment. A 
statement of the history of previous hospitali- 
zation or of psychiatric treatment should be 
made. 

Description of present mental illness. The 
following items should be included : psychiatric 
diagnosis, description of motor activity, degree 
of socialization, mood disturbances, disturb- 
ances in ideational content. 

Complications of preexisting organic disease. 
Although the committee feels that usually 
these conditions do not affect the therapeutic 
result, it is suggested that they be noted in 
view of the possible side effects of the drugs. 
The type of treatment, 
its intensity, its therapeutic result, and the 


Previous treatment. 
interval since its discontinuance should be 
reported. 

Physiological data. Where relevant, esti- 
mates of physiological functioning should be 
made prior to therapy. Simple evaluations of 
body type, height, weight, electroencephalo- 
grams, biochemical data, and autonomic. re- 
sponsivity as measured, for example, by the 
Funkenstein test might be included. 


Diagnostic Categories 

The committee believes that the tranquiliz- 
ing drugs will probably be tried in all the diag- 
nostic categories of psychiatric disturbance. 
Although the American Psychiatrie Associa- 
tion system of diagnostic classification has cer- 
tain inadequacies, it is probably the best nomen- 
clature now available. It might be used to de- 
scribe the patients in a study. 


Other Relevant Variables 

Criteria for selection. The method by which 
patients are selected for study, whether on a 
random basis, by psychiatric symptomatology, 
or by diagnosis, should be explicitly described. 
The desirability of selecting controls by some 
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explicit method was discussed, and such se- 
lection was recommended by the majority of 
the committee. 

Patient population. The total number of 
patients in the hospital and the number of 
patients of similar diagnostic grouping avail- 
able for treatment, with some notation as to age 
and duration of hospitalization, should be 
mentioned, 

Description of professional personnel. For 
proper evaluation of the observations, it would 
be desirable to state who selected the subjects 
for study; for example, senior psychiatrist, 
psychologist, resident, nurse, or attendant. 

Pilot studies. When pilot or exploratory 
studies are made, these should be described. 

We recognize that accumulation of all these 
data represents an ideal which can be more 
easily accomplished in studies on small groups 
than on large ones. Nevertheless, the report- 
ing of information suggested should be the 
aim. Such data could be easily tabulated on 
machine punched cards. 


Committee on 
Evaluation of Change 


lvan F. Bennett, chairman 


Although changes in individual symptoms do 
not necessarily imply a change in the basic 
processes of the mental illness itself, the action 
of a drug seems to be best described and meas- 
ured in terms of its effects on specific symp- 
toms. Since drug therapy is aimed at modi- 
fying these symptoms, they can be referred to 
as “target symptoms.” The degree of accu- 
racy in reporting changes will depend on how 
well these target symptoms are defined and 
described. Quantitative changes in severity 
and frequency should be considered. There 
should be a clear distinction bet ween patients in 
whom there is a change in all target symptoms 
toward recovery and those in whom there is 
only a partial change in some or all of them. 

Inasmuch as all symptoms are interrelated, 
the committee believes that the clinician should 
be the principal interpreter of the whole con- 
figuration of symptom changes. Studies per- 
taining to therapeutic efficacy should therefore 
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include clinical screening by means of psychi- 
atric evaluation. 

Although the ultimate goal of any therapy 
should be the restitution of the “well” state, 
limited goals may be the only ones practical. 
These goals should be clearly specified in the 
report. They could include such changes as 
control of undesirable behavior, elimination or 
alleviation of subjective discomfort, better hos- 
pital adjustment, and so on. It should also be 
recognized that the permanence of the sympto- 
matic effect may have nothing to do with the 
effect of the drug as such. <A result can be 
reported as excellent, for example, if the pa- 
tient responds initially to the drug but later 
relapses. 

It is highly desirable to define the criteria 
for improvement or change and also to state 
clearly the method used to measure and evalu- 
ate such change. The degree of change of the 
target symptoms must be measured and de- 
scribed in the areas of motor behavior, social 
functioning, mentation, and mood and affect. 
It is important to define clearly the specific 
variables that were measured. Any disturb- 
ances that are reportable and that can be con- 
sidered the target symptoms should be catego- 
rized by these symptoms and clearly described. 
Diagnostic terms or special terminologies pe- 
culiar to certain schools of thought or to cer- 
tain hypothetical preconceptions as to how 
drugs act do not belong in the description of 
the target symptoms. It is necessary that all 
data from which conclusions are drawn be 
clearly and specifically documented. If cer- 
tain diagnostic categories alone are used, one 
might not be able to distingush, for example, 
between a retarded and an agitated depression 
or between an aggressive and a withdrawn 
catatonic schizophrenic patient. 

For proper reporting of evaluation of 
changes, it is necessary to have a stable base- 
line study on each patient. Because of the 
well-known day-to-day variations in sympto- 
matology shown by patients, multiple baseline 
observations should be reported. These, along 
with all other observations, should include, 
whenever feasible, not only systematic observa- 
tions by the physician, but also evaluations by 
the patient himself, by ward personnel, and, 
if possible, by the family of the patient and 
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others. These observations and evaluations 
may be difficult or impossible to make, of 
course, when acutely ill hospitalized patients 
or outpatients are being studied. 

A study should include a series of observa- 
tions made at appropriate intervals. The re- 
port should specify the time intervals of these 
observations, in addition to the times at which 
the pretreatment and post-treatment observa- 
tions were made. 

The report should describe clearly the actual 
training of personnel (aides, nurses, physicians, 
psychologists, social workers, and others) in 
the specific techniques used in the study. For 
example, the report could tell the amount of 
instruction given concerning the definitions 
used in a rating scale and the number of trial 
runs before actual use of the scale. 

Whenever possible, several techniques should 
be combined and used as a battery because at 
the present time no technique has been accepted 
as being sufficiently reliable to stand by itself. 
When rating scales are used, the test-retest 
reliability and the interrater reliability should 
be reported. 

The reports should include not only a de- 
scription of the measuring instruments used, 
but also the manner in which they were used. 
One of the following statements might be 
made: “Assessments of mental condition of the 
patient were made on the basis of clinical inter- 
views of 30 minutes’ average duration con- 
ducted by a third-year psychiatric resident.” 
“Assessments of hospital adjustment were 
made by attendants. Three attendants from 
the patients’ ward, working as a group, rated 
each patient on the hospital adjustment scale, 
basing their rating on the behavior exhibited by 
the patient during the preceding 2-week pe- 
riod.” “Assessments of social and recreational 
adjustment were made from the reports of the 
chief recreational therapist, who reported on 
each patient every 2 weeks.” 

Psychosocial factors which are nonspecific to 
the drug but which are operative in the process 
of the psychiatric remission are important and 
cannot be ignored. Two errors are commonly 
made in regard to these factors. One is con- 
tinuously to rediscover and report their oper- 
ation when in fact they have been recognized 


in the literature for years. The committee 
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realizes, however, that most research workers 


doing drug studies have not paid much atten- 
tion to psychosocial factors. The other error 
is to overestimate the importance of psycho- 
When the outcome of drug ad- 
ministration on target symptoms is marked, 


social factors. 


psychosocial factors may play a secondary role. 
Nevertheless, the appropriate recognition of 
these factors is essential in the evaluation of 
changes due to the drugs. 

For full understanding of the nature of the 
change in the patient, the characteristic phar- 
macological effects of the drugs must be de- 
termined by clinical or laboratory procedures, 
When appropriate, 
should be reported. Nonpsychological effects, 


or both. these effects 
such as sleepiness, Parkinsonian symptoms, or 
diarrhea, may have a significant bearing on the 
behavioral or psychopathological features that 
were measured, and they should therefore be 
noted in the report. Other pharmacological 
indicators that may be relevant to such prob- 
lems as adequacy of dosage should be included 
if available. 

Finally, a research design gains in value if 
there is a person on the research team who 
evaluates the patient but who is not a member 
of the treatment team. Similarly, a research 
design is improved if the individual who col- 
lates the multiple individual .observations is 
not himself a member of the treatment team. 

A description of these research team vari- 
ables is therefore useful in a drug evaluation 
report. 


Committee on Description 
of the Treatment Setting 


Jay L. Hoffman, chairman 


Patient behavior is a response not only to the 
drug which is administered, but also to the 
total milieu in which the experimental design 
is established and the experiment carried out. 
Therefore, the committee believes that descrip- 
tive data relative to the setting is essential to 
appraisal of psychopharmacological research 
and its validity by the reader. 


We have listed a number of items that in the 
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aggregate serve to describe the setting in which 
drug evaluation studies are conducted. We do 
not expect that the investigator will slavishly 
adhere to this list. Rather, we hope that he 
will select those items that are most closely 
applicable to the circumstances in which his 
study was carried out, or which can be de- 
scribed within the space he is willing to allot 
to this phase of his report. 

In selecting these items we restricted our- 
selves to types of data whieh could be expected 
to be available to most investigators without 
onerous or expensive effort. Our inclusion of 
the listed items does not necessarily signify that 
they have proved relevance to those factors 
that are significant in the evaluation of a thera- 
peutic agent. Admittedly, we are here express- 
ing personal biases, but these biases are shared 
by many of our colleagues. We hope that re- 
cording these items in a succession of studies 
will stimulate the further investigation of the 
value and meaning of these factors per se. 

It has been pointed out that consideration of 
any large number of items will take more space 
than most editors will permit. We are not cer- 
tain that this is so if the items are chosen with 
some discrimination and if the writer has 
learned the art of brevity. At any rate, such 
descriptions need to be repeated in subsequent 
papers from the same hospital only to the ex- 
tent of significant changes in the setting. 

It is of some importance to emphasize that 
the report writer should be concerned not only 
with a description of the setting as it was at 
the beginning of the study, but also with any 
alterations in the setting introduced by the in- 
vestigator or by circumstances after the study 
was begun. 

We have categorized about 20 items under 
3 headings. Initially, we had a fourth cate- 
gory, attitudes. We soon found that almost 
every item we considered reflected attitudes of 
staff, administration, patients, or community. 
We would expect, however, that attitudes as 
such of both staff and patient would be men- 
tioned when such data are available to the in- 
found that 
items we were concerned not only with a de- 


vestigator. We also with most 
scription of that item for the hospital as a 


whole, but also for the unit in which the study 
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was carried out if that was not the entire hos- 
pital. These modifications apply to all items 
that follow. 

We appreciate that the list we offer is not 
complete or final. Further experience will 
probably indicate the need for additions, dele- 
tions, or modifications. 


Structure of the hospital 


1. Size of hospital and of research unit; per- 
centage by which average daily population 
varies from “normal” bed capacity. 

2. Location of hospital; accessibility to 
Visitors. 

3. Type of hospital: Federal, State, city, 
county, or private; general or specialized 
psychiatric. 

4. Architectural characteristics; for example, 
cottage type or skyscraper. 

5. Physical characteristics of wards and fur- 
nishings: type of furniture, presence of color, 
and decorations; accessibility of wards to 
grounds; number of beds per room or dormi- 
tory. 

6. Per diem expenditure of hospital for total 
care of patients. 

7. Quality and nature of relationships of hos- 
pital with community; extent and nature of 
participation by relatives in hospital program. 


Personnel of the hospital 


1. Various types of personnel, expressed both 
as numbers and as percentages of the numbers 
called for by American Psychiatrie Associa- 
tion standards in the several major categories. 

2. Predominant therapeutic orientation of 
psychiatric staff: eclectic, psychoanalytic, cus- 
todial care, somatic therapy, or other. 

3. Description of major related therapy ac- 
tivities, such as social service, occupational 
therapy, and clinical psychology. 

4. Training programs of hospital, including 
both identification of such programs and num- 
ber of trainees in each. 

5. Amount of freedom of action granted to 
nursing and other personnel, and the con- 
ditions thereof. 

6. Rate of personnel turnover. 

Social characteristics of ward personnel: 
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drawn from farmer population, from urban 
population, or from displaced industrial 
workers, for example. 

8. Research orientation of hospital: kinds 
of research and quantitative measure of hos- 
pital resources devoted to the total research 
program; person or persons responsible for ad- 
ministration of research unit; existence of a 
research committee. 


Patient population 


1. Special characteristics of the patients 
in the hospital: Are admissions “screened” 
through a psychiatric section of a general hos 
pital? Are certain types of patients (for ex- 
ample, alcoholic or senile patients) excluded ¢ 
Are patients segregated by color, sex, or re- 
ligion’ What is the socioeconomic status of 
the patients / 

2. Percentage of voluntary admissions. 

3. Percentage of privileged patients. 

4. Amount of seclusion, restraint, destruc 
tiveness, assaults, injuries, incontinence, and 
the like; elopements and action taken; kinds 
and amounts of sedatives used. 


Committee on Drug Therapy 
and Toxicity Reactions 


Heinz Lehmann, chairman 


In the clinical evaluation of psychiatric drugs 
many of the problems encountered are common 
to all types of drug therapy. With the rapidly 
increasing number of drug agents and of 
clinical reports in psychiatric therapy, new and 
specific problems have arisen. 

We have found it difficult to dissociate com- 
pletely our considerations from those of the 
other committees. We have, however, at- 
tempted to limit the scope of our discussions 
to (a) routes and modes of drug administra- 
tion, (4) problems concerned with dosage and 
duration of treatment, and (¢) drug-induced 
deviations from the physiological and psycho- 
logical norms (complications, toxicity reac- 
tions, side effects). 

It is outside the scope of this report to con- 


sider the basic conditions for experimental 
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evaluation of the drug. We unani- 


mously, however, that prior to the initiation of 


agree 


clinical trials, adequate pharmacological and 
toxicological animal data should be made fully 
available to the clinical 
studies on drugs with only animal toxicological 


investigator. All 


and pharmacological data available prior to 
clinical tests should be supplemented with ade- 
quate equivalent human data obtained before 
or during the clinical study. Such data should 
be reported completely and in detail, although 
To this 


end, means might be found to arrange for 


not necessarily in the same report. 


closer coordination of pharmacologists and 


clinical investigators. 


Routes of Administration 

It is important to state clearly what route of 
administration is used and for what reason 
this route is chosen (oral, intramuscular, in- 
travenous, or rectal). Although the oral route 
is the most widely used and has many advan- 
tages, it is not always controllable in some psy- 
chiatric conditions. Special precautions should 
therefore be taken by the investigator to in- 
It should 
be clearly stated in the report that such pre- 
addition, the 


sure actual ingestion of the agent. 


cautions have been taken. In 
type of oral preparation used (tablets, cap- 
sules, or liquid) should be indicated. 

In regard to parenteral administration, the 
presence or absence of local tissue irritation 
and pain must be noted since these might also 


have important psychological significance. 


Dosage.and Duration of Treatment 

To permit proper assessment of the multiple 
problems concerned with dosage schedules, it 
is recommended (@) that specific individual 
dosages, preferably in metric units, not tablets 
or ampules, should be reported (for parenteral 
routes, the concentration and volume, as well as 
any other constituents injected, should be 
noted) and (4) that the frequency of repeated 
administration should be clearly indicated (for 
example, once a day) and the technical rea- 
sons be given (for example, duration of action 
or technical problems of administration). 

When possible, the range of effective dosage 
might be expressed as milligrams of the drug 
It is desirable 


per kilograms of body weight. 
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that blood and urine concentrations of drugs be 
quantitatively determined as soon as methods 
are available and circumstances permit. 

The reasons for the choice of a particular 
dosage schedule and for the length of treat- 
ment are of considerable importance and should 
be clearly specified. At this stage, a schedule 
appropriate to the needs, tolerance, and re- 
sponse of the individual patient is generally 
preferable to a routine fixed schedule. When 
a fixed schedule is used, the rationale should 
be stated explicitly. 

The report should describe such factors as 
source of basic information on the drug, onset 
and duration of the illness (acute, subacute, 
chronic—clearly defined), and symptomatology 
and diagnosis. 

All members of the committee strongly feel 
that the complexities of therapeutic objectives 
cannot yet be reduced to a definitive statement 
in view of the present incomplete knowledge. 
Nevertheless, reports should contain a clear 
statement of the basic concepts governing the 
investigator’s therapeutic goals (symptomatic 
relief, increased responsiveness to other thera- 
pies, specific cure, or social rehabilitation, for 
example) because these therapeutic goals prob- 
ably play an important role in regulating dos- 
age and duration of the drug therapy. 


Drug-Induced Deviations 


All deviations from the physiological and 
psychological norms occurring during the 
course of drug therapy should be observed and 
recorded carefully. Statements regarding the 
reliability of the observer (physician, nurse, 
family, or patient), the clinical significance of 
drug reactions (annoying, or serious, or criti- 
cal), and the incidence of reaction are desirable. 
Determination of the true frequency of any side 
reaction, however, cannot be reliably estab- 
lished until sufficiently large numbers of pa- 
tients in various settings have been observed 
for an adequate period of time. 

Careful consideration should be given to pre- 
existing diseases, constitutional predispositions, 
and secondarily induced complications (for ex- 
ample, vitamin deficiency due to interference 
with appetite and food intake). If 
drugs are employed to control disturbing side 


other 


effects, full details as to type of drug, dosage, 
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and rationale should be provided since such 
drugs themselves might be responsible for ad- 
(litional side effects or otherwise interfere with 
the therapeutic response. It must be emphia- 
sized that absence of moderate side effects dur- 
ing treatment with a drug should not be con- 
sidered too strongly in favor of its clinical 
desirability. 

Medical participation is fundamentally im- 
portant for the safe conduct of clinical evalua- 
tion of drugs, particularly with regard to 


the clinical assessment of the physiological 
deviations. 

Finally, the committee strongly recommends 
that in reports of evaluation studies of drugs, 
extrapolations beyond the observed results, par- 
ticularly with regard to dosage, range, dura- 
tion of treatment, and significance of side 
effects, should be serupulously avoided. All 
members agree that ex cathedra editorializing 
or moralizing would at this stage impede fu- 


ture scientific progress. 


Advisory Committee on Community Air Pollution 


A National Advisory Committee on Community Air Pollution has 


been set up by the Public Health Service. 
June 17, 1957, in Washington, D. C. 


The first meeting was held 
The committee was established 


to review the objectives, policies, and accomplishments of the program 
established by the Service under a 1955 act of Congress and to make 
recommendations to the Surgeon General. 

In recognition of the primary responsibilities of the States and 
local governments in controlling air pollution, the Service's basic 


program has been one of research and technical assistance to areas 


coping with this problem. 


Membership on the committee includes Surgeon General Leroy E. 
Burney as chairman, and 12 members representing State and local air 


pollution control agencies, universities, industry, professional-associa- 


tions, and private consulting firms in the field. 


Ten persons have 


already accepted membership on the committee; the other two will be 
named shortly. The 10 are Dr. James P. Dixon, health commissioner 
of Philadelphia, Pa.; Peter N. Gammelgard, vice president of the 
Pure Oil Company, Chicago, [ll.; Smith Griswold, director of the 
Los Angeles County Air Pollution Control District ; Benjamin Linsky, 
air pollution control officer, Bay Area Air Pollution Control District, 
San Francisco, Calif.; Edward C. Legelin, vice president of the U.S. 
Steel Co., Chicago, Ill.; Dr. Louis C. McCabe, president of Resources 
Research, Inc., Washington, D. C.; Dr. Maleolm H. Merrill, director, 
California State Department of Health, Berkeley; Dr. Norton Nelson, 
associate professor of industrial medicine, New York University; Dr. 
Leslie Silverman, Harvard University School of Public Health, 
Cambridge, Mass.; Dr. Irving R. Tabershaw, associate professor of 
occupational medicine, Columbia University, New York City. 
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Neurological and Psychological Deficits 


From Asphyxia Neonatorum 


WILLIAM F. WINDLE, Ph.D., Sc.D. 


T is estimated that more than 500 articles 

have been published on various aspects of 
cerebral palsy and mental retardation and pos- 
sible relationships of one or the other to anoxia 
or asphyxia at birth. Data have been collected 
and analyzed in less than one-fifth of these 
studies. A relationship between birth injury 
of some sort, including that induced by as- 
phyxia neonatorum, and later neurological and 
mental disturbances has been suggested in most 
With so much written 


about these subjects, it is surprising that so 


of the later articles. 


little definitive research has been done. 

Recently there has been a renewal of in- 
terest in the neurological and psychological 
deficits resulting from adverse factors in the 
perinatal period (the period from the first 
viability of the fetus to approximately one 
month after birth). 





Dr. Windle is chief of the Laboratory of Neuro- 
anatomical Sciences, National Institute of Neuro- 
Public Health 


His paper is based on an address given at 


logical Diseases and Blindness, 
Service. 
the 1956 annual meetings of United Cerebral Palsy 
Associations in Cleveland and the American Acad- 
emy for Cerebral Palsy in Chicago. It summarizes 


parts of chapters by Dr. C. J. Bailey and Dr. W. F. 
Windle which will be published later in a mono- 


graph with full bibliography by Charles C. Thomas, 
Springfield, Il. 
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At the end of August 1956, a Conference on 
Asphyxia Neonatorum, Brain Damage, and 
Impairment in Learning was held at the Uni- 
versity of Puerto Rico School of Medicine for 
the purpose of bringing together, to plan a 
course of future studies in animals, investiga- 
tors in several disciplines who are currently 
engaged in research or are planning research 
in this field. 
the San Juan conference was a thorough re- 
view of the present status of the problem. 

The number of persons in the United States 


Among the accomplishments of 


afflicted by cerebral palsy or mentally retarded, 
or both, because of some damage to the nervous 
system occurring during the perinatal period is 
not accurately known, and the number of new 
cases added each year is uncertain. However 
estimates of a prevalence ranging from 336,000 
to 550,000 and an incidence of 10,000 new vic- 
If these 
figures serve no other purpose, they remind us 
that the wastage in lives and resources is a 


tims have been quoted in lay circles. 


major one deserving great effort toward cor- 
rection. 

How does one define cerebral palsy? There 
is no agreement. One group would include all 
organic central nervous injuries incurred dur- 
ing the perinatal period; others would limit the 
From the 
research standpoint, one must take the broad 


definition to neuromuscular defects. 


view and try to learn as much as possible about 
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all adverse factors which may operate to crip- 
ple the brain of the new individual. 

Many of the methods employed in arriving 
at some estimation of the degree of mental defi- 
cit in cerebral palsy patients are subject to error. 
The frequency, degree, and kind of mental defi- 
cit as yet have not been accurately determined. 
Nevertheless, there is no doubt that mental re- 
tardation is more frequent among cerebral 
palsy patients than it is in the general popula- 
tion. It must be investigated along with other 
deficits following asphyxia neonatorum or other 
adverse factors in the perinatal period. 

The condition which most clinical investiga- 
tors consider cerebral palsy has been ascribed 
to almost every conceivable cause: hereditary 
factors, malformations or maldevelopment of 
the brain, disease or injury of the mother, pre- 
maturity, hemorrhage, deprivation of oxygen, 
mechanical injury of the brain at birth, in- 
compatibility of Rh factor, and so forth. 
Anoxia or asphyxia at birth as causes of cere- 
bral palsy have strong advocates. It has been 
claimed that anoxia and cerebral hemorrhage 
(which may result from anoxia) are the two 
The 
role of obstetrical anesthesia as a possible causal 
agent in production .of cerebral palsy has been 


most important causes of cerebral palsy. 


debated pro and con. 

A thorough search of the literature reveals 
not only that cerebral palsy and mental re- 
tardation are thought to have many causes, In- 
cluding neonatal asphyxia, but that 
asphyxia at birth can have many effects. In- 
deed, it sometimes seems to result in no observ- 
able effect at all. One reason for the lack of 
visible effect may be the difficulty of determin- 
ing whether or not an infant has been subjected 
to anoxia, which implies complete lack of oxy- 
gen, or only to hypoxia, which implies reduced 
In hypoxia, no permanent 


also 


amount of oxygen. 
damage may be encountered even though the 
infant may display many signs of respiratory 
embarrassment. 


Clinical Research 


Clinical studies of possible interrelation of 
neonatal asphyxia, cerebral palsy, and mental 
retardation, to which I refer, are of two main 


types. The majority are characterized by 
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selection of a group of patients who have cere- 
bral palsy or are mentally retarded, or both, 
and attempting to review their histories in 
order to determine whether or not evidence 
exists of some type of birth injury. This retro- 
spective research has features which make its 
results difficult to interpret. There is an im- 
mediate source of bias because the cases are 
selected on the basis of the appearance of the 
condition that is to be studied, for example, 
cerebral palsy. The old notes and measure- 
ments that were taken at birth were put in the 
record with no thought of future research and 
are nearly always inadequate and often unreli- 
able. The retrospective type of clinical investi- 
gation is not worthless, but it can produce little 
more than trends which must be put to tests in 
other ways. 

A more precise method of clinical research 
is characterized by letting nature select the 
cases while the investigator makes the measure- 
ments of the various factors and conditions 
that may prejudice well-being in the years to 
come. The patients are followed for a period 
of time during which measurements are re- 
peated and the course of development and 
growth charted. This we call prospective re- 
search. Much of the bias and unreliability in- 
herent in the retrospective type of investiga- 
tion are eliminated. Attending prospective 
research, however, is the risk of losing cases 
in the followup. For example, if neonatal 
asphyxia leads to death or incarceration, only 
the patients with the mildest or perhaps un- 
detectable damage will be left in the series. 
The followup studies must be carefully con- 
The 


prospective type of investigation requires care- 


ducted to keep track of the lost cases. 


ful planning and long-term financial support. 
For these reasons it has not been as popular as 
the retrospective type. 

I have emphasized these points of difference 
in approach to clinical investigation in this 
field because of the importance of estab- 
lishing projects which give the most promise of 
arriving at definite and positive conclusions. 
There is great need for research of the pro- 
spective type. To help fill the need, the Na- 
tional Institute of Neurological Diseases and 
Blindness of the Public Health Service is spon- 
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soring a broad program of cooperative, pro- 
spective clinical investigations. 


Animal Experimentation 


Clinical studies have been unable to tell us 
whether or not asphyxia neonatorum is the pre- 
dominant cause of the brain damage which re- 
sults in cerebral palsy and ultimately mental 
retardation or whether there are other factors 
of equal or greater importance causing the 
Many 
investigators are convinced that no amount of 
clinical investigation will ever give a final an- 
They believe this is clearly a case for 


neurological and psychological deficits. 


swer. 
the laboratory scientist and that it should be 
possible to obtain the answer from animal ex- 
periments in which anoxia at birth can be de- 
liberately brought about—in which it does not 
just happen. In view of the long felt need for 
experimentation along these lines, it is amazing 
that so little animal work has been done. Only 
5 teams of investigators have published results 
of research of this type during the past 30 
years, and only 2 of these are active at present. 
It is only fair to add, however, that several 
additional groups have begun animal experi- 
ments recently, and we may expect to hear re- 
ports from them in the not too distant 
future. 

Reports were given at San Juan by several 
of the investigators who had studied brain 
damage after neonatal anoxia or hypoxia in 
animals, mostly in rats, chickens, and guinea 
pigs. One presented a short motion picture 
film illustrating effects of asphyxiation and 
resuscitation at birth of a newborn monkey. 
Aside from this single experiment, I know of 
no studies in higher mammals. 

Experiments on guinea pigs conducted in my 
laboratories at Northwestern University Medi- 
cal School several years ago remain the most 
definitive series of animal experiments avail- 
able. The observations form the basis for pres- 
ent plans to study neurological and psychologi- 
cal deficits related to adverse factors in the 
perinatal period of higher mammals. 

Pregnant guinea pigs at full term were given 
a local anesthetic. One fetus of the litter was 
immediately delivered by cesarean section to 
serve as a control for one or more litter mates 
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which were asphyxiated by occluding the blood 
vessels leading to the uterus or clamping the 
umbilical cords for various lengths of time, 
usually about 15 to 20 minutes. These asphyx- 
iated animals had to be resuscitated. This was 
brought about by gently inflating their lungs 
rhythmically with oxygen, a process which re- 
quired well over an hour in some instances 
roughly proportional to the duration of the 





asphyxiation. 

Regardless of how short a time they had 
been asphyxiated, all the guinea pigs which 
were resuscitated exhibited neurological defi- 
cits, at least transiently. The more prolonged 
the asphyxiation, the more marked and persist- 
ent were the neurological deficits. After res- 
piration had been established, the animals 
remained in coma for a short time. Then a 
series of motor phenomena ensued. Convulsive 
twitchings of the muscles of the face and limbs, 
decerebrate states, and coordinated running 
movements appeared before the animals could 
right themselves. Tremors, ataxia, spastic 
gait, incoordination, and unresponsiveness to 
loud sounds or bright lights sometimes per- 
sisted for several days or even longer. 
Survival of the most severely palsied guinea 
pigs was brief. Motor recovery, when it oc- 
curred, was more rapid and complete than 
recovery from the sensory deficits. Occasion- 
ally, an animal displayed convulsions after it 
appeared to have recovered normal motor func- 
tion. This may have been a more common 
occurrence; constant vigil was not kept. By 
2 weeks after resuscitation it was usually im- 
possible to detect neuromotor deficits in the 
surviving animals, but some of them appeared 
to be dull and unresponsive to tactile, auditory, 
or photic stimulation. They permitted them- 
selves to be handled, and when placed in un- 
usual positions they remained as_ though 
cataleptic. 

The brains of most asphyxiated animals and 
their nonasphyxiated controls were collected 
for histopathological studies. They formed a 
series gradating from 1 hour to several months 
after asphyxiation. Brain pathology was 
found in nearly all the animals that had been 
asphyxiated for 8 minutes or more and _ in 
some of those which had been asphyxiated 
for less than 8 minutes. About 1 hour after 
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resuscitation, and up to 5 or 6 days, multiple 
small hemorrhages were found in the brains. 
Some neuronal changes unrelated to hemor- 
rhages were manifested as early as 90 minutes 
after resuscitation. Two to six days later, 
certain nerve cells had lost their chromophilic 
substance, the phenomenon of chromatolysis 
culminating in destruction of isolated cells or 
groups of neurons. Some animals showed gen- 
eral neural damage with atrophy of the brain; 
others were affected in focal areas only. The 
cerebellum, hippocampus, and corpus striatum, 
three parts of the human adult brain con- 
sidered to be easily damaged by oxygen lack, 
were not severly injured in the newborn guinea 
pig. Certain other parts of the brain, notably 
the lateral thalamic nuclei and geniculate 
bodies—way stations in the important sensory 
pathways to the cerebral cortex—were more 
frequently involved in the degenerative pro- 
cesses than any other parts of the brain. The 
cerebral cortex came next. 

At 6 to 8 weeks of age, many of the guinea 
pigs were given learning tests in a simple 
alternation maze. Most of the asphyxiated 
animals were found to be inferior to their 
controls in terms of the number of errors made 
in the maze and repetition of errors. The 
differences were significant at or beyond the 
1 percent level. All the animals used for the 
learning tests were subsequently sacrificed for 
histopathological study. Anatomical changes 
attributable to asphyxiation were encountered 
in the brain tissue of 65 percent of the asphyx- 
iated animals. Most of these animals had 
been inferior to their controls in the maze, and 
not one of them had been superior to its con- 
trol. Neuronal loss, sensory pathway damage, 
and cortical atrophy were found in the brains 
and may have been the causal factors in the 
animals’ learning deficits. 

The main point gained from these experi- 
ments is that guinea pigs asphyxiated and 
resuscitated at birth, showing transient neuro- 
logical deficits, grew to maturity as overtly 
normal animals. Nevertheless, the majority of 
them had brain damage and, correlated with 
it, impaired learning ability. Although they 
cannot be likened to palsied human beings 
(most palsied animals died very young), one 
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is tempted to draw a comparison with men- 
tally retarded humans. 

Except for the one isolated monkey experi- 
ment, mentioned earlier, no studies have been 
made in primates. In order to approach hu- 
man conditions more closely than has hitherto 
been possible, additional experiments such as 
those in the guinea pigs are now being planned 
in primates. The rhesus monkey lends itself 
particularly well to studies of this type. It is 
a much more suitable animal for neurological 
examination than are other common labora- 
tory species. For example, it is easier to get 
an electroencephalogram from a monkey than 
it is from a rat. The female has a regular 28- 
day menstrual cycle, like the human being. It 
usually gives birth to a single baby, rarely to 
twins. Pregnancy lasts 168 days, but viable 
infants have been born as early as the 150th 
day. The infant monkey can be removed from 
its mother’s breast at birth, and, after an 
initial period of round-the-clock care lasting 
about 4+ weeks, it can live quite independently. 
This infant is capable of solving certain prob- 
lems within the first 5 days after birth. It is 
possible to test it at that time for deficits in 
learning ability caused by adverse factors 
which were deliberately induced during the 
prenatal period. 

In view of these considerations, a group of 
scientists at the Laboratory of Neuroanatomi- 
cal Sciences, Public Health Service, has begun 
investigating neurological and psychological 
deficits caused by adverse factors during the 
perinatal period of the rhesus monkey. The 
Institute of Neurological Diseases and Blind- 
ness has established a laboratory of perinatal 
physiology in San Juan as one component of 
it cooperative project involving, in addition, 
some of the medical faculty of the University 
of Puerto Rico. The free-range colony of 
rhesus monkeys on Santiago Island has been 
acquired, and animals from this colony will 
In addi- 


has a 


ultimately be used for these studies. 


tion, the laboratory in San Juan 
caged colony of rhesus monkeys for controlled 
matings. 

One of the most important results of the 
recent conference was a decision to try to en- 
courage others to make greater use of pri- 


mates, and a resolution to this effect was placed 





649 












in the minutes. As one of the investigators 
expressed it: “Problems in the brain of the 
human newborn infant and the human fetus 
are insolvable without experimental animals. 
The rhesus monkey seems to be the laboratory 
primate of choice for research of this type. It 
is therefore recommended that this animal be 
established as the standard laboratory animal 
for research in the area covered by this con- 





With what has been learned in 


lower animals, with that which will be learned 


ference.” 


in laboratory primates, and with the informa- 
tion being obtained on human beings through 
adequately supported and well-controlled pro- 
spective clinical investigations, some of the 
answers to the question of cause and preven- 
tion of brain damage at birth should even- 
tually be obtained. 


Grants for Training in Epidemiology and Biometry 


The Public Health Service has awarded 21 
grants totaling $702,494 to 5 schools of medicine 
and 9 approved schools of public health in the 
United States to encourage graduate training 
in epidemiology and biometry. 

Specifically, the purpose of the awards is to 
foster more extensive use of statistics in the 
life sciences through the special techniques of 
biometry and more epidemiological study of the 
and distribution of health 
problems in population groups. 


characteristics 


The grants include 97 training stipends: 69 
Also in- 
cluded are funds for payment of salaries for 


in biometry and 28 in epidemiology. 


additional teaching staff in the training institu- 
tions. 

Additional grant applications totaling $548,- 
528 are awaiting review at the next meeting of 
the Advisory Committee on Epidemiology and 
Biometry. The committee, made up of 17 lead- 
ers in these fields of study, was appointed by 
the Surgeon General to guide the program and 
review research grant applications. The list of 
grants follows. 


Biometry 


School of Public 


$24, 550 


University of California 
Health, Berkeley , 
University of California School of Public 


Health, Los Angeles ; ee ce 16, 661 





Columbia University School of Public Health 
and Administrative Medicine _____________~ 29, 921 


Harvard University School of Public Health__ 20, 000 
Johns Hopkins University School of Hygiene 


NE Bre He tie heiress 17, 973 
University of Michigan School of Public 

I hicecechiceniecaca es Se ee 
University of Minnesota School of Public 

RE eee eee renee eee _ 28, 640 
New York State University College of Medi- 

eme, Brockiya..............- ee ae 14, 984 
University of North Carolina School of Public 

ee SE Lee 
University of Oklahoma School of Medicine___ 35, 466 
University of Pittsburgh School of Public 

IREREEER Taee eeene oees an Seen FO anes era ee 19, 980 
Tulane University School of Medicine____~_- 22, 454 
Vanderbilt University School of Medicine____ 13, 255 
Yale University School of Medicine____-—_~_ 20, 432 

Epidemiology 

University of California School of Public 


Health, Berkeley_____-----~- DORs $22, 250 


Columbia University School of Public Health 


and Administrative Medicine_______-__-_-___ 52, 746 
Harvard University School of Public Health __ 638, 936 
University of Michigan School of Public 

NN isa ek cli ttc ipanta a hagas naan de dan ooo 71, 520 
University of Pittsburgh School of Public 

I icccrcatccasiioeiatciien aa pie tacal ar ciaLasgheaaaeiaued”. ane a 
Tulane University School of Medicine______.__ 58, 447 


Yale University School of Medicine____--~_- 79, 239 
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Plant Disease Fungi 


In Sewage Polluted Water 


Wituiam Brivce Cooke, Ph.D., and 
Paut W. Kasier, M.D., Ph.D. 


HE plant pathologist is characteristically 
interested in the source of infectious 
agents of the many plant diseases with which 
he has to deal. Of crops which have been 
under cultivation for long periods of time, the 
various diseases to which they are subject seem 
to be as old as the host plant. 
may be with the host at all times (systemic), or 
they may be carried by the host seed. They 
may overwinter on dead plant tissues on the 
ground, complete their life cycle in the spring, 
and reinfect the host at that time. Or they may 
overwinter in the soil as members of the exten- 


These diseases 


sive population of soil micro-organisms in dead 
plant tissue or as resting spores or cells in the 
soil. 

It has long been known that many fungal 
spores can be carried from a locus of spore pro- 
duction to an infection site by the wind. Some 
of those which are airborne may incidentally 
cause allergies; others may settle out of the air 
in places where their activities are undesirable, 
causing food and material spoilage. 

Water has not been considered seriously as a 
means of disseminating plant disease spores. 
Spores which settle out of the air into water 
and are carried impassively to another point 
may not reproduce in the water and are not 
considered of importance in this medium. An 
obligate parasite such as rust or powdery or 
downy mildew is not known to have spores 
capable of germination and growth in water. 
Soil fungi are known to have spores which are 
carried in streams, but these are thought to be 
contaminants, and serious attention is not paid 





Dr. Cooke is in charge of fungus studies, and Dr. 
Kabler is chief of microbiology, Water Supply and 
Water Pollution Program, Robert A. Taft Sanitary 
Engineering Center, Public Health Service, Cincin- 
nati, Ohio. 
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to the possibility of their germination and re- 
production in liquid menstruums. 


Sewage Irrigation 


The literature of sewage and waste disposal 
contains many references to the use of sewage 
as a source of supplemental irrigation water. 
References are increasing as studies are made 
in drier parts of the country where sewage and 
other wastes ean be of increasing use in recla- 
Skulte (7) states: “Skill- 
fully designed and properly managed sewage 


mation of water. 


farming has been operated for decades in Eu- 
rope, and for several years in some localities in 
the southwestern areas of the United States, 
without danger to personnel and without creat- 
ing nuisance conditions. As a new science, ir- 
rigation with sewage effluent is still in the ex- 
perimental stage and many problems need to 
be solved in the fields of bacteriology, biology, 
hygiene, soil structure, and the physiology of 
plants.” 

State and Federal agencies have been inter- 
ested for many years in the use of sewage as 
an irrigation supplement. According to Hunt 
(2) most communities in the United States 
could use supplemental irrigation during an- 
nual periods of drought. Methods of reclaim- 
ing sewage for re-use in irrigation have been 
described by Hutchins (3) and are being 
studied in California by Bush and Mulford 
(4) and Merz (5). Water, the Yearbook of 
Agricultrre for 1955 (6,7), contains several ar- 
ticles by Department of Agriculture and Pub- 
lic Health Service personnel, showing an un- 
dercurrent of interest in this problem. On the 
research level, certain recent studies indicate 
The effect of 
spreading rather than furrowing in irrigation 


some of the problems involved. 


technique has been investigated by Bush and 
Mulford (4) and by Greenberg and Thomas 
(8). A study by Henry and associates (9) was 
designed to indicate the influence of sewage 
waters on mineral content, organic content, soil 
structure, and other aspects of soil quality. In 
such studies it has been found that the most im- 
portant mineral problem is that of sodium 
which sewage seems to add to soils. 

In a popular article by Stone (/0), it was 
pointed out that sewage could be used for a 
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number of irrigation purposes. Besides irri- 
gating crop plants, it could be used for irriga- 
tion of lawns and ornamental plantings. Illus- 
trations of several types of use are given in 
his article. 

In his Biology of Root-Infecting Fungi, 
Garrett (//) sums up his thesis with a state- 
ment to the effect that, until a crop is grown 
in a soil free from disease infestation, one can- 
not appreciate the exceptionally healthy nature 
of the plants which produce that crop or the 
losses in crop values of diseased plants. We 
may assume that this consideration can also ap- 
ply to soils into which disease organisms, how- 
ever unapparent they may be, are dumped on 
a periodic and perhaps daily schedule. 

Menzies (/2) has pointed out that certain 
plant pathogens have become more and more 
a problem to the plant pathologists as the prac- 
tice of irrigation increases in the Columbia 
Basin. Those pathogens mentioned are air- 
borne leaf and fruit diseases rather than water- 
borne soil fungi and have been introduced with 
the crop or have migrated to the spot in much 
the same manner as other rusts, mildews, and 
host-restricted pathogens. His forecast that 
other diseases could become important in the re- 
gion is of interest. 

Prior to 1952 the presence of fungi in pol- 
luted waters and sewage was considered by 
most workers in the field of sanitary science to 
be an established fact but not worthy of special 
investigation. It was obvious that under cer- 
tain conditions of pollution a stream or a trick- 
ling filter would develop growths which were 
thought to be fungi and were identified to spe- 
cies in oceasional studies (73). No reference 
to the isolation or identification of plant patho- 
gens as such from raw sewage or partially 
treated waters has received our attention. 


Aqueous Acclimatization 


The routine study of a small polluted stream, 
of a secondary-type sewage treatment plant 
at’ Dayton, Ohio, at monthly intervals, and 
of other habitats at less frequent in- 
tervals yielded quantitative and qualitative 
data concerning the presence of soil fungi in 
these habitats (72). Various media were tested 


and techniques used that are common to the 
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study of soil microbiology. From these studies 
it appears that certain strains of species of soil 
fungi have become acclimated to living in aque- 
ous habitats. Spore production is atypical 
when present, and certain tested species are able 
to use dissolved oxygen in competition with 
other sewage organisms for reduction of or- 
ganic materials (/4). Most of the species 
tested are able to produce their own vitamin 
supply, and all are able to utilize simple 
sugars and organic as well as ammonia nitro- 
gen. 

Some of the fungi isolated from sewage pol- 
luted water are listed in the table, together with 
some of the diseases of crop and ornamental 
plants which are attributed to them. Some 
of the species were isolated only once or rather 
infrequently. Other species were very com- 
mon, and some appeared in a large number of 
samples tested for fungi. In some cases these 
fungi were found only on trickling filters in 
a sewage treatment plant, indicating that other 
habitats in the plant, such as Imhoff tanks, 
secondary sludge digesters, preaeration tanks, 
and so forth, were not favorable habitats for 
their survival. Seasonal distribution is some- 
times apparent because certain species are 
found only in 1 or 2 seasons of the year. 

Garrett (7/7) considers seedling blight and 
vascular wilt fungi as “ecologically obligate 
parasites”; that is, while they are able to grow 
alone or in competition with other fungi on cul- 
ture plates, in the soil they appear to be unable 
to compete with strictly saprobic fungi for the 
dead organic matter present there. On the 
other hand, there is evidence that in sewage 
and related habitats they can reproduce, as in- 
dicated by observations on the degradation of 
hydrocarbons. 


Strains From Domestic Sewage 


Strains of both Fusarium oxysporum and 
Fusarium solani have been recovered at one 
time or another from domestic sewage. To de- 
termine the degrading ability of sewage organ- 
isms for various types of industrial wastes such 
as hydrocarbons, domestic sewage was seeded 
into experimental materials (75). During the 
period of observation of one experiment, two 
groups of organisms developed in large quanti- 
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ties, a protozoan and a strain of /. oxysporum. 
In a later experiment this strain was added to 
a suspension of motor oil in dilution water. 
After 3 weeks the fungus had produced almost 


Plant diseases caused by some fungi isolated 
from sewage-polluted waters 


Fungus Disease 





Alternaria tenuis_ - - - - ._.| Leaf spot of cotton, seed 
mold of brome, seed 
mold and secondary leaf 
spot of buckwheat, other 
diseases of other hosts. 


Aspergillus niger_._..---.-| Fig smut, date smut, black 
mold of onions. 


Black rot and leaf blight of 
lettuce, storage rot of 
sugar beets, other dis- 
eases. 


Botrytis cinerea_- 


Diseases of soybeans, cel- 
ery, sugar cane, and 
other plants. 


Cephalosporium spp 


Chaetomium funicolum__ _-| Seed mold. 
Chaetomium globosum._..-| Seed mold. 
Cladosporium cladospori- | Seed mold. 
oides. 
Coniothyrium fuckelii__...| Canker of apple, graft 


canker of rose. 


Curvularia lunata__-- -- - Brown spot of gladiolus. 


Epicoccum nigrum_......-| Glume spot, smudge of 
wheat. 
Fusarium moniliforme_...__| Seedling blight of oats, 


secondary root rot of 
barley, ear rot of corn. 


Fusarium oxysporum forms_| Root infections of such 
plants as: celery, China 
aster, onion, cabbage, 
gladiolus, flax, tomato, 
alfalfa, muskmelon, wa- 
termelon, peas, narcis- 
sus, sweet potato, spin- 
ach, bananas. 


Among other plants, on- 
ions, sweet peas, peas, 


Fusarium solani forms.- - — - 


potatoes. 
Penicillium digitatum_....-| Blue mold rot of citrus 
fruit. 
Penicillium expansum. -- ~~ Blue mold of oats, barley’ 


broom corn, millet, 
wheat, apples. 


Penicillium italicum. .---- Blue mold rot of citrus 
fruit. 
Penicillium oxalicum_...-- Seedling blight of corn, 
mold of corn grains and 
cobs. 
Trichoderma viride__..-.-- Seed rot of corn and bar- 


ley, seed mold of wheat, 
green mold rot of musk- 
melon. 
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as much breakdown of the oil as had domestic 
sewage tested at the same time in similar solu- 
tions. Similar sewage seed was used to de- 
velop a slime on an experimental trickling fil- 
ter in which hydrocarbons of airplane cleaning 
materials were treated. Upon plating the 
slimes it was found that a strain of /. solani 
was the predominant fungus present. 

In certain communities, sewage in various 
stages of treatment is used as a source of irri- 
gation supplements. The raw sewage can con- 
tain fungal spores introduced from such 
sources as runoff from soils following precipi- 
tation or lawn and flower bed irrigation, wash- 
ings from infected or moldy plant parts, mil- 
dewed materials, or contaminated plumbing, 
where growths can occur between intermittent 
flow periods. In other communities, effluents 
from primary settling tanks or Imhoff tanks 
are used, and in some cases secondary treatment 
processes may be bypassed. In still other com- 
munities, effluents from complete or secondary 
treatment plants may be employed. Depend- 
ing on the type of treatment, that is, whether 
recirculation is practiced or whether the plant 
is overloaded, the effluent may be rich or poor 
in fungus disseminules. Seasonal activity 
within the treatment plant or in the various 
places from which its populations are derived 
could give a seasonal pattern to the micro- 
organisms in the effluent. The sludges used for 
supplemental fertilizers or soil conditioners 
may have developed a population of organ- 
isms that could produce trouble in the field or 
at least add to the populations of micro-organ- 
isms in the field awaiting favorable conditions 
for infecting crop plants. 


Contamination of Plant Parts 


Not only are crop plants growing in the field 
subject to inroads by fungus disease, but the 
products of such crops may become infected by 
fungi. Seeds and grains may become contami- 
nated by fungi during or after harvest, and in 
some cases spores of disease-producing fungi 
may be formed together with the seeds to which 
they adhere, thus supplying inoculum for in- 
fecting the seedling. Succulent plant parts 
may become infected by soil fungi, or by fungi 
existing in the soil capable of infecting only 


653 











such plant parts. These include leaves, shoots, 
petioles, tubers, roots, and other similar edible 
plant parts harvested for domestic use. The 
flowers and fruits of many crop plants can 
readily become infected with fungi growing or 
All plant parts may be 
from fungi 


existing in the soil. 
additional 
added to the soil in sewage polluted waters 


subject to infection 


used as irrigation supplements. These fungi 
can become a great problem and produce tre- 
mendous losses before the foods which have 
been harvested reach the consumer since, un- 
der improper conditions of transport, storage, 
warehousing, and marketing, large numbers of 
fruits and vegetables can be lost by spoilage. 
The cycle can be repeated when the waste prod- 
uce is discarded into the sewerage system and 
the inoculum present is added to the organisms 
growing in various parts of the sewage treat- 
ment plant, or to that present in the soil if the 
sewage is applied to the field. 

The paradox of the situation is that under 
certain circumstances a fungus that could cause 
considerable damage in a field could be actively 
purifying the sewage in which it is living. 
Should a treatment for such wastes be devel- 
oped in which fungi were the principal micro- 
biological agents, and should the effluents con- 
taining spores or other disseminules be applied 
as irrigation supplements indiscriminately, it is 
likely that an inoculum for disease of a crop 
plant could develop. 

It thus appears that in these days of in- 
creased supplemental irrigation by use of sew- 
age and polluted water, the plant pathologist 
and the public health official are confronted 
with additional problems of disease control. 
Unfortunately, the control of one fungus chem- 
ically may inhibit the work of many beneficial 
organisms; hence, control measures necessary 
for irrigation waters should be applied to efflu- 
ents rather than to influents of the sewage 
treatment plant. 
control of plant pathogens may also result in 


It is possible that adequate 


adequate control of human pathogens, so that 
a wider use could be made of sewage effluents 
than is being made today. 

The role of fungi added to the soil by sew- 


age-polluted irrigation waters in contributing 
to crop and plant infections certainly merits 
attention. 
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Human Brucellosis in Indiana, 1946-50 


L. OTIS EMIK, Ph.D., S. R. DAMON, Ph.D., and J. H. SCRUGGS, D.V.M. 


HROUGH cooperative projects between 

national and State agencies, various 
aspects of brucellosis were investigated in 
Indiana during the 5-year period 1946-50. 
Because the data provide detailed information 
concerning the largest population groups at 
risk during the period of the highest reported 
national incidence of brucellosis, the findings 
of this investigation are belatedly presented. 
This paper reports laboratory findings and re- 
sults of followup investigation of persons with 
positive agglutination tests for brucellosis, 
with emphasis on both clinical and epidemio- 
logical information. Specific areas of inves- 
tigation and research have been presented by 
other investigators (/—5). 


Methods 


An unknown number of persons are never 
included in this type of survey because their 
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blood specimens are sent to private labora- 
tories or are tested in hospitals. The persons 
selected for inclusion in this study were essen- 
tially ambulatory outpatients for whom the 
doctor had submitted a blood specimen to the 
State laboratory for “febrile agglutination 
tests.” Blood specimens were submitted more 
frequently by doctors in the more rural areas 
than by those in urban areas. 

Cards requesting pertinent information were 
mailed to each patient who had a positive ag- 
glutination test and to his physician. The 
patient was requested to supply his name and 
address, county and township of residence, oc- 
cupation, and type of food consumed. He was 
asked to indicate specifically whether or not he 
used raw milk or raw milk products. If he 
was a farmer or if he engaged in butchering, he 
was asked to indicate the type of farming 
(dairy, hogs, or mixed) and the type of buteh- 
ering (commercial, home use, cattle, hogs). He 
was also asked to state whether or not he 
processed or prepared meat products for home 
or commercial use. The physician’s card re- 
quested the name, age, and sex of the patient, 
diagnosis and stated duration of illness, and 
information on the presence of 12. selected 
symptoms. 

If the cards were not returned withm a 
month, one followup letter was sent. No fur- 
ther followup was feasible. 

Data on 667 of the 884 patients in the study 
were supplied by the physician; on 596, by the 
patients; and on 549, by both physician and 
patient. When information on any character- 
istic was needed from both physician and 
patient, the records used were those of the 549 
patients for whom records were received from 
both sources. 

For any single characteristic there will be a 
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residue of unknowns, either because the ques- 
tions were not answered or because the answers 
could not be interpreted. Symptoms _ not 
checked by the physician were considered to 
be absent. 

The record in the State laboratory included 
the month of the test, complete agglutination 
reading (0—4+ for each dilution 1:20 through 
1:1,280), and species of Brucella isolated. 
The information received from the patients and 
the doctors and the information on the labo- 
ratory record were coded, and the complete 
record for each test was machine punched on one 
then be devised to 


ecard. Tabulations could 


provide figures for any facet of the data. 


Results 


During the 5-year study period, 35,683 blood 
specimens were tested: 838 specimens had at 
least a4++ agglutination at a dilution of 1:80; 
1,998 had some reaction at a dilution of 1:40; 
32487 showed no reaction to the Brucella 
antigen. 

Of 1,332 bloods selected for investigation, 13 


persons were diagnosed “other disease” and 


Table 1. 


Group and sex Total 


0—4 5-9 10-14 14 


Total upon first exami- 


Number diagnosed as 
brucellosis: 


Male 415/|0)| 1 5/. 9 27 

Female 120 | 0/3 3 } 10 
Brucella spp. isolated: 

Male 106 0} 0 3 l 7 

Female i8|0;|0 0 1 2 


Reported duration since 
onset (months): 
Unknown or less 






than 1 404 l I 3 5 17 
1-11 331 0 3 6 9 18 
12-47 103 | 0} 1 | 2 5 
48 or more 46 O l 0 0 3 
All known ages: ! 
Male : 451 |2/|2 8 11 
Female : 3 7 





! Adjusted to age at recorded onset. 





tion : SS4 l 6 10 16 43 
Male 674 1 3 6 11 32 
Female 210 0 8 } 5 11 








were omitted from the study. Of the remain- 
ing 1,319 individuals, 102 had entries in more 
than 1 year, and 333 had multiple tests within 
the same year; therefore, only 884 persons were 
actually included in the study. Unfortunately, 
the number of negative tests on blood speci- 
mens from the 884 individuals is unknown. 

Brucella species were isolated from 139 speci- 
mens from 124 patients: 2. abortus from 87, B. 
suis from 25, and B. melitensis from 12. Some 
multiple isolations were made on the same 
specimen (/, 4,4). 


Age and Sex 


In table 1, the survey population is defined 
The 


incidence of brucellosis among females, after 


by age and sex for various attributes. 


adjustment for recorded duration of illness be- 
fore entry into the study, was highest at ages 
24-28 and lower but fairly steady through age 
50, with a few scattered cases in the ages up 
through the low seventies. The oldest patient 
was 77 years old at the time of onset of illness. 
Males, after similar adjustment for recorded 
duration of illness, showed a rapidly rising in- 


Age and sex distributions of various patient groupings 


Age in years 


60 Un- 
19 20-24 25-29 30—34/35-—39 40—44 45-49 50-54 55-59) and known 
over 

75 85 76 68 64 47 39 1 303 
54 70 61 58 51 37 28 39 223 
21 ) 15 10 3 10 11 12 80 
48 57 50 50 39 30 24 36 39 
19 13 14 10 11 7 10 9 7 
16 17 10 6 8 6 25 
6 2 0 2 0 l 0 0 f 
19 17 18 12 13 9 7 11 271 
14 43 39 41 28 26 26 21 25 
11 17 12 11 10 11 3 12 7 
l 8 7 4 13 | 3 5 0 
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Distribution of brucellosis in Indiana, 1946—50 
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cidence of brucellosis, beginning at about age 17, 
reaching a peak at age 30, and decreasing in the 
thirties. There were sharp peaks in incidence 
at ages 38 and 40, a slow decline to age 70, and 
then a more rapid tapering off, the oldest re- 
corded age at onset being 74 years. 

No age record was available on approxi- 
mately one-third of the persons in the study, 
largely because no information was received 
from the doctor. The age curves were similar 
whether or not the physician had made a diag- 
nosis of brucellosis. When the patient's age 
was recorded, 84 percent of the males and 87 
percent of the females were diagnosed as nav- 
ing brucellosis. Only 15 percent of those of 
unrecorded age were diagnosed. 
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In 90 percent of the diagnosed cases, the re- 
ported duration of illness was 1 month or 
longer. Adjustment for recorded duration re- 
duced the average age at onset by 12.6 months, 
9.7 months for males and 22.3 months for fe- 
males. The longest average durations were 
found in the group aged 25-49 years, 10.6 
months for males and 26.1 months for females. 
Duration of illness was shortest in the group 
under 25 years of age, 7.6 and 6.7 months re- 
spectively; those 50 years of age or older had 
average durations of 8.0 months for males and 
24.4 months for females. 


Geographic Distribution 


The distribution of brucellosis cases and iso- 
lations is shown on the map. Only 6 counties 
had no cases during the 5-year study period. 
The number of cases is based largely on the re- 
corded diagnosis of the doctor. A few cases 
were classified as brucellosis if the organism 
was isolated or if an agglutination titer of 
1:320 or over was found. Gibson, Marion, 
Johnson, Shelby, and Rush Counties contrib- 
uted more cases than any other counties, and all 
had records of isolation of at least two species 
of Brucella. In counties where 2B. abortus 
alone was isolated, there was no marked con- 
centration of cases. 

Isolations were made from residents of 52 
of the 92 counties in Indiana. All three spe- 
cies of Brucella were isolated from patients 
from Rush County. 2. abortus was by far the 
most common species found and was distrib- 
uted throughout the State. 2. suis was most 
common in the east central area, in a group of 
contiguous counties with large swine popula- 
tions. 2B. melitensis was found in 8 counties, 
6 of which were in the southwestern part of the 
State. 2B. suis and B. melitensis are regarded 
as having more discrete enzootic foci in swine. 
The isolations of B. melitensis in Gibson 
County were largely from packinghouse work- 
ers who worked exclusively with swine. 


Symptomatology 


Remembering that the doctor is only human 
and therefore subject to errors in memory, that 
the patient may not describe his symptoms ac- 
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curately, and that symptoms may change with 
different stages of disease, the symptoms re- 
corded for each patient are summarized in table 
2 as a percentage of the 581 patients of known 
age and sex in the group of 667 patients for 
whom the doctor replied. 

Weakness was the most common symptom, 
regardless of age, sex, chronicity of illness, or 
Females had far fewer 
night sweats than did males. Females with 


isolation of Brucel/a. 


confirmed cases of brucellosis had more chills, 
headache, splenomegaly, abdominal tenderness, 
rheumatism, and arthritis than females with 
diagnosed cases; however, none of the latter 
differences were statistically significant. 

Since the data were collected by mail, it was 
interesting to see whether the cases recorded 
as acute showed any easily identifiable differ- 
ences in symptoms from the cases recorded as 
chronic. The excess of symptoms in acute cases 
over the symptoms in chronic cases is shown for 
each sex in table 2. The acute cases show sig- 
nificant excesses of evening fever, chills, night 
sweats, and headache. Females had an excess 
of backache, abdominal tenderness, and rheu- 
matism. Although splenomegaly was not fre- 
quently recorded, it was relatively much more 
common in the acute cases. In seeming con- 
tradiction, in the confirmed cases, splenomegaly 
was recorded with B. abortus only. 

Combinations of symptoms were examined 





in an effort to determine whether any group- 
ings might be designated as pathognomic of 
the disease, as reported in this study. None 
were found. The number of patients with the 
five-symptom combination of weakness, chills, 
night sweats, headache, and backache, with or 
without other symptoms, was found to exceed 
the expected number to a significant degree. 
Even so, only a third of the patients met the 
five-symptom criterion. Consideration of the 
influences of titer, sex, and chronicity might 
reveal a better combination of symptoms, but 
the complexity of such an analysis was beyond 
the scope of this paper. 


Laboratory Findings 


In the beginning, the only serums included 
in the study were those with at least some ag- 
glutination at 1:80, using Lederle’s standard 
and the Huddleson 
Later, during the period of research 
with 


Brucella antigen slide 
method. 
on culture methods, blood specimens 
lower titers were investigated. 

In the third of the patients who had more 
than one blood specimen with a positive titer, 
all possible combinations of shifts in titer oc- 
curred. Titers tended to be a little lower for 
cases of long duration, although complete ag- 
glutination at titers of 1:320 or above oc- 
curred with durations of 10 years or more. Of 


Table 2. Major groupings of patients with the percentages reported as having each listed symptom 
Total persons Comparison of doctor’s diag- 
with a doctor’s noses of acute and chronic Excess of acute Patients from 
report inelud- brucellosis over chronic whom Brucella 
ing age and percentages species were 
Symptom Sex isolated 


Male 


Male 





Female Acute 


Chronic 


Female 


Chronic Male | Female Male Female 








Acute 






















Number of patients $51 130 294 120 70 48 _ 92 16 
Weakness 84.6 83. 1 90. 8 80.8 | 87. 1 85. 4 10. 6 He 84.8 87.5 
Kvening rise in temperature rb Be 70.0 | 84.0 47.5 | 78.5 47.9 | 36.5 30.6 | 82.6 81.2 
Chills 69. 0 60.8 | 85.7 46.7 | 81. 4 35.4 | 39.0 46.0 | 73.9 81.2 
Night sweats 66. 4 10.0 82.0 47.5 | 55. 7 25.0 | 34.5 30.7 75.0 43. 8 
Headache 68. 4 68.5 | 82.0 56. 7 | 78. 5 62.5 | 25.3 16.0 73.9 81. 2 
Loss of weight 50. 4 42.3 60.5 16.7 | 45.7 41.7 | 138 4.0 | 65.2 50. 0 
Backache 54. 6 56.9 | 57.8 55.8 | 67. 1 47.9 2. 0 19.2 | 48.9 6. 2 
Splenomegaly 8. 0 9.2 | 10.9 5.0 | 12.9 2.1 5. 9 10.8 | 13.1 25. 0 
Abdominal tenderness 22. 9 31.5 | 24.5 25.0 | 42.8 22.9, -—.5 19.9 23.9 43. 8 
Rheumatism 27.8 ma3im?2 26.7 | 35.7 22.9 1.5 28 | MA 43. 8 
Arthritis 17. 1 19.2 17.7 20.8 | 22.8 25.0 —3.1 —2.2 | 16.3 31. 2 
Anemia a. 7 4 x . 8 | 2 
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Table 3. Probability of isolation of Brucella 
from blood clots, for each agglutination titer 


95.5 percent 
Number! Proba- confidence limits 


Titer level of isola- | bility 
tions 
Upper Lower 
0 3. 0. 0004 
1:40! 34 . O98 0. 130 0. 066 
1:80 35 . 141 . 185 . O97 
1:160 29 .171 . 229 113 
1:320 11 . 157 . 244 . 070 
1:640 8 . 258 . 415 . 101 
1:1,280 4} . 286 . 528 . 0 


! Includes incomplete agglutinations at this titer. 


course, there is always the possibility of re 
infection. 

These data clearly demonstrate a relation 
between titer and probability of isolation of 
Brucella even though the quantitative values 
cannot be assumed to provide a_ standard. 
Some one species of Bruce/la was found in the 


Table 4. 


Classification 


Jan. | Feb.| Mar. Apr. May June); July) Aug. 


Specimens submitted: ! 


All blood specimens 93 $5 110 86 
First bloods only: 
Number 65 55 81 60 


Geometric mean titer_|1:92 |1:76 | 1:72 |1:82 (1: 


Isolations of Brucella: 


Total 10 7 6 12 
B. abortus 9 6 6 8 
B. suis_- | ] 0 4 
B. melitensis 0 0 0 0 


Brucellosis diagnosed by 
physician: 
Acute 23 22 26 25 
Chronic 14 7 21 i) 
History of animal contact :3 
Any recorded contact 25 18 30 20 
No recorded contact 15 21 23 16 


First bloods 64) 60 78 | 73 
All diagnoses 36 30 44 42 
Total isolations _ - 7 10 5 14 16 


' ' 


1 With at least some titer at 1:40. 
2 No month recorded for 2 specimens. 
3 Slaughtering, butchering, processing. 


blood samples of 124 of the 884 persons in the 
study (table 1). The population estimate for 
the negative blood specimens was 7,393 (4). 
The probability of making an isolation starts 
at 0.0004 for negative blood samples, is 0.10 for 
a titer of 1:40, rises to 0.17 for 1: 160, and 
reaches 0.29 for 1:1,280, the highest dilution 
tested (table 3). Due to the decrease in num- 
bers of specimens with increase in titer, the 
confidence limits of this relation are broad at 
the higher titers. 

Although there was no strong correlation 
between blood titer and isolation of organisms, 
titers accompanied by isolation were higher 
for specimens taken 2 to 4 months after onset 
of illness than for those taken during the 
month of onset or the first month afterward. 
During the month of onset, titers for 2. suis 
were definitely higher than titers for other 
species. Acute brucellosis was associated with 
a higher average titer than chronic brucellosis, 
but both ran the full range of titers. 


Seasonal distributions in various classifications of patients 


Month 


Sept. Oct. Nov. | Dec. | Total 


Distribution before adjustment 


99 


72 
88 


N= *! 


30 
6 


21 
29 


77 
29 
1] 


108 | 137 144 121 | 141 83 110 (21,317 
74 98 94 76 86 51 70 2 882 
1:90 |1:78 | 1:80 | 1:90 |1:98 | 1:94 | 1:89 

17 17 13 14 Ss 3 7 124 
10 7 8 1] 6 3 6 87 

6 1 2 2 0 | 25 

4 1 I | 0 0 0 12 

34 50 14 34 31 21 24 364 
9 17 18 21 23 10 16 171 
32 42 31 32 29 19 25 324 
19 34 35 25 27 17 21 282 

Distribution after adjustment to month of onset 

78 85 83 70 88 52 74 882 
39 67 62 52 59 31 14 535 
17 7 15 13 5 5 6 124 
659 
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Seasonal Distribution 
agglutination 
December and 


The frequency of positive 
tests showed low peaks in 
March, with a high incidence in July—October 
(table 4). The geometric mean titer does not 
fit the curve of number of tests, isolations, or 
number of diagnosed cases. Expected num- 
bers of isolations, calculated for each month on 
the basis of probabilities by titers, as shown in 
table 3, fell short of the observed 83 isolations 
for April-September by 18, a very significant 
deficit. 
32 of the 37 isolations of B. sués and 2B. me/i- 
tensis and for 51 of the 87 2. abortus. The 
diagnosis of chronic brucellosis had modes in 
March, September, and October, whereas acute 
brucellosis showed excesses in May—October, 
There was a 


These 6 months were responsible for 


with modes in July-August. 
significant disproportionality 
number of persons with and without animal 
contact only in the month of May. When the 
figures were adjusted to month of onset, inso- 


between the 


far as possible, some minor shifts occurred. 
The only shift worth noting is the increase in 
isolations from 6 to 14 in March, 5 attributed 


to B. suis and 3 to B. abortus. 


Possible Sources of Infection 
The major possibilities of 
brucellosis, shown in table 5, are based on the 


exposure to 


596 reports returned by persons whose blood 
was tested in the State serology laboratory and 
found titer. Adequately 
classified population groups cannot be enu- 


positive at some 
merafed to permit a calculation of specific 
attack rates. 

Within this study, it is possible to examine 
the proportions of patients whose blood is cul- 
turally positive when classed by various pos- 
sible methods of exposure. The results do not 
indicate the risk of exposure, although they 
could be an index of the amount or method of 
exposure. Also, the more severely afflicted 
persons may have been more likely to answer 
the questionnaire than persons less severely 
afflicted. 

The gross rate of recovery or isolation of 
Brucella was 16.9 per 100 for the 596 patients 


who returned a questionnaire and 8.0 for the 
288 who did not. 


The difference between the 
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Table 5. Major classifications of exposure and 
rates of isolation of Brucella species in study 
population 


Rate of recovery 
of Brucella in ex- 


Total | posure group/100 
Exposure classification per- 
Sons 
B. All 3 
abortus | species 
only 
Total persons with any ex- 
posure information — — — - 596 ‘7 16. 9 
Remainder 288 25.9 28.0 
Packinghouse workers ! 9 0 100. 0 
Total with definite milk 
status 537 3: 7 16. 6 
Male 413 13. 1 18. 
Female_ 124 27.3 210.5 
Males: 
Meat contact * 230 13.9 20. 0 
Farm contact 4 322 13. 7 ye 
Raw milk used 349 13. 2 16. 9 
Meat and milk 197 14. 7 18. 8 
Farm and milk 288 13. 2 16.3 
Meat and farm 194 15. 5 19. 1 
Meat, milk, and farm 177 15.3 18. 6 
Females: 
Meat contact 69 11. 6 17. 4 
Farm contact 70 8. 6 2 
Raw milk used 107 Te 10.3 
Meat and milk 64 12. 5 7.3 
Farm and milk 64 9. 4 12. 5 
Meat and farm 55 10. 9 6. 4 
Meat, milk, and farm 52 11.5 15. 4 


' 6 included in subsequent groups. 

2 Rates are highly significantly lower than line above. 

3 Any contact with carcass or meat—slaughtering, 
butchering, processing. 

4 Farmers, farm residents, farm laborers. 


The rate for 
females was lower than the rate for males to a 
The packinghouse 


two rates is highly significant. 


highly significant degree. 
workers had a perfect record of 9 for 9. Ex- 
clusive of this 9, persons with butchering or 
meat processing exposure had a rate of 17.5. 
In both males and females, the record of con- 
tact with any meat or carcass was associated 
with a higher rate of recovery of Brucella 
than records of other exposures. There was 
no evidence that the use of raw milk products 
was associated with a higher rate of recovery 
of organisms than meat or farm contacts. In 
fact, the 81 persons who stated that they did 
not use raw milk had the same rate of recovery 
of &. abortus and a higher rate for all species 
than the users of raw milk. 

Opportunities for exposure to Brucella were 
ubiquitous; no single type of contact can be 
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incriminated. The number of males with farm 
and meat contacts and the number of females 
with no farm contact exceeded the numbers ex- 
pected. Contacts with meat and milk were 
closely associated with farm contact, which, 
simply put, indicates that rural activities offer 
the greatest opportunity for exposure to 
Brucella. 


Duration, Incidence, and Prevalence 


The distribution of months of duration since 
onset of illness may be based on two sources. 
First, at the time of entering the survey, 24.5 
percent of the patients had records of duration 
of illness of 12 months or longer, and 6.3 per- 
cent had recorded durations of 5 years or more 
(table 6). Second, if the 884 persons in the 
study population had remained in the study 
for a full 5 years, an estimated 73 persons (8.3 
percent) would have re-entered the study after 
1 and under 5 years. 


Table 6. Distribution of recorded duration of 
brucellosis upon entry to the study 


Recorded duration Fre- Percent 
queney 
Months: 
0-3 370 | 63.5 
4-11 70 | 12. 0 
Years: 
1 45 oe i 
2 29 5. O 
3 17 2. 9 
4 15 | 2. 6 
ae 11 1.9 
6-10__ 16 | 2.7 
11-20_ 10 1.7 


The percentage of the study population in 
each duration interval provided a base for an 
estimate of the probability of a return case of 
brucellosis. Using the number of previously 
reported cases in the United States as a popu- 
lation, an estimate was made of the number 
of return cases to be expected. In 1950, re- 
ported cases of brucellosis in the United States 
numbered 3,510, and the estimated number of 
return cases is 2,257; in 1955, the figures were 
1,252 and 1,875, respectively. The estimate for 
1960 is 443 reported cases and 1,314 return 


cases. 
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Data on reported cases of brucellosis for the 
United States as a whole are not restricted to 
new cases, but under-reporting more than bal- 
ances the confusion between prevalence and 
incidence. For instance, from these data phy- 
sicians reported a diagnosis of brucellosis in 
535 cases, whereas only 437 cases were reported 
officially to the Indiana State Board of Health. 
State records were unavailable for comparison 
of names, but a comparison of the two sets of 
records by county and year showed that only 
263 cases coincided, making a minimum of 709 
diagnosed cases of brucellosis in Indiana, dur- 
ing the period 1946-50, 


Discussion 


The data in this paper provide information 
on brucellosis in an essentially rural popula- 
tion and probably are deficient concerning ur- 
ban populations in occupations which present 
opportunity for exposure to brucellosis through 
contact with animals. One unique feature of 
the study is the reply by 85 percent of those 
who answered questionnaires that they used 
raw milk or raw milk products. In a similar 
study in Iowa, only 55 percent of the study 
population reported use of raw milk or raw 
milk products (@). In this study, even among 
persons with no known animal or farm con- 
tacts, 76 percent were users of raw milk, in con- 
trast with the 56 percent reported in Wiscon- 
sin (7). While the noncontact cases ap- 
proached a 1: 1 sex ratio in the use of raw milk, 
all isolations of B. abortus occurred in males, 
in contrast to Minnesota data (8), which gave 
a 1:1 ratio between noncontact cases with 
isolation. 

Laboratory data, lending support or con- 
firmation to the clinical picture, often are con- 
sidered indispensable to the final diagnosis of 
brucellosis. However, the sources of varia- 
bility in laboratory results are numerous. 
These data show that any observed titer for a 
given person’s blood represented a quite tran- 
sitory condition and might exhibit any pat- 
tern of changes over a short or an extended 
period of time. The changes, or lack of 
changes, in titer could not be related to other 
attributes in the study. Original isolations 
followed by later tests, with or without isola- 
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tion of Brucella, showed no change in titer in 
11 individuals, rises in titer in 21, and decline 
in titer in 13. There were no differences in titer 
Titer was not a strong in- 
fluence in the differential diagnosis of chronic 


between species. 


and acute brucellosis. 

Magoffin and others, using a tube method 
and BAI antigen, found titers of 1:320 or 
greater in over 90 percent of 267 culturally 
proved cases of brucellosis in Minnesota (8). 
The frequency distributions of titers in Indi- 
Minnesota were similar but in 
Minnesota the titers were approximately 5 di- 


ana and in 


lutions higher, or 32 times as dilute, as in 
Indiana. The methods in the two States dif- 
fered, but it is likely that the Indiana study of 
culture methods revealed positives at truly 
lower titers. 
both 
tensis, and Indiana had more P&B. suis. 


B. abortus was predominant in 
surveys, Minnesota had more 2. me/i- 

In this study, one of each of the three species 
of Brucella was found in blood specimens with 
no agglutination titer. The chances of recov- 
ering the organism increased as the titer in- 
creased. Damon and co-workers, using most 
of the same blood specimens reported on here, 
found that the method of culturing also was 
important in the number of recoveries of Bru- 
cella (1). The yolk sac technique was twice 
as effective as C—V broth, which in turn was 
definitely superior to the best 
method. 


guinea pig 
Research on the yolk sac method 
lasted only long enough to isolate 14 strains of 
Brucella, so it is entirely possible that well 
over 200 isolations could have been made in- 
stead of 139 if the yolk sac culture method had 
been used throughout the study. 

Contrary to the observation of Gay and 
Damon (4), 15 B. abortus, 3 B. suis, and 1B. 
melitensis were isolated from patients with a 
diagnosis of chronic brucellosis. In 9 cases, 
however, the reported duration of illness was 
less than 12 months. Two cases, one with iso- 
lation of B. abortus and one with isolation of 
#B. suis, had initial diagnoses of acute brucel- 
losis, but later in the study the disease was 
Another case had a 
positive blood titer 19 months before the isola- 


diagnosed as chronic. 


tion of B. suis, with the diagnosis of chronic 
brucellosis and a total recorded duration of ill- 
ness of 43 months. Still another had two iso- 
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lations of B. suis 6 months apart, with respec- 
tive diagnoses of acute and chronic brucellosis. 
This also was the longest recorded interval be- 
tween successive isolations. 

In Iowa, Hendricks 
similar pattern between the seasonal distribu- 


has shown a closely 


tion of cases of brucellosis in male farm work- 
ers and the incidence of sows farrowing (6). 
In Indiana, the incidence of brucellosis in man 
did not parallel the farrowing curve of sows. 
These differences are not unexpected since the 
swine industries of Iowa and Indiana are con- 
siderably different in relation to total livestock. 

Information on brucellosis from 16 other 
States was examined for comparison of data 
on age and sex. Most of the data were for 
1949. In that year, the ratio of males to fe- 
males varied from 0.8 in Washington and 0.9 
in Kentucky to 4.9 in Minnesota and 4.8 in 
North Dakota. The 3.5 ratio for Indiana was 
intermediate. In Minnesota, the 
ratio of males to females increased with time 
but decreased in Washington and remained 
In Minnesota, a recent 


Iowa and 


constant in Wisconsin. 
decrease in brucellosis cases among females 
caused the increase in ratio of males to females. 
Data from Iowa for 1949 and 1952-53 indicate 
increases in the proportions of packinghouse 
workers and workers in related industries who 
have brucellosis, and decreases in the propor- 
tions of children and housewives who have the 
disease. Hendricks confirms this observation 
(6). 

Age and sex data were supplied by the health 
departments of the following States: 
North Dakota 
Ohio 
Oregon 


Connecticut 
Colorado 
Illinois 
Tennessee 
Vermont 
Virginia 
Washington 
Wisconsin 


Iowa 
Kentucky 
Michigan 
Minnesota 
New York 
Data 16 States showed that 


where the ratio of males to females was high, 


for the same 


the difference was apparent by the age of 5-9, 
was most marked in young adulthood, and de- 
creased with age, in agreement with Feig (7) 
and with the Indiana data. Shifts in the age 
of brucellosis patients in Iowa and Wisconsin 


from one year to the next would make one sus- 
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pect that similar variations from State to State 
could have little epidemiological value. 

Since brucellosis is reported to be trans- 
mitted rarely from man to man, age and sex 
distribution is largely a reflection of the occu- 
pations of the patients, of the general economy, 
and of the distribution of the disease in ani- 
mals, peculiar to geography and time. Biases 
in reporting will contribute to differences in in- 
cidence of brucellosis between States. We may 
expect, on these bases, that epidemiological in- 
formation will be peculiar to a State and will 
be influenced by the year of occurrence of 
reported cases. 

Data from other States are compatible with 
the finding in this study of 25 percent of pa- 
tients with recorded durations of brucellosis 
longer than a year. Spink and Magoffin ob- 
served a group of 185 patients whose infections 
were severe enough to require hospitalization 
(9). Of 65 untreated persons, nearly half 
had subjective symptoms after a year but only 
an eighth still had disability. Giedt reported 
that 51 percent of the reported cases of bru- 
cellosis in Washington in 1950 had durations 
of 1 year or longer, and 11 percent had dura- 
tions of 5 years or more (/0). Correspond- 
ing data for 1945-47 were 24 percent and 7.5 
percent. Eisele has shown that a majority of 
patients have prompt remissions with several 
antibiotic regimens, but that relapse is all too 
common (/7). Other investigators have ar- 
rived at the same essential conclusion: No sure 
cure for brucellosis has been discovered. Feig 
pointed to the use of antibiotics as one factor in 
the decrease of reported brucellosis, through 
symptomatic treatment -without differential 
diagnosis (7). 

These observations place considerable impor- 
tance on differentiating between the new cases 
of brucellosis and relapse, exacerbation, or re- 
infection, in assessing the significance of the 
brucellosis problem in the immediate future. 


Summary 


During the 5-year period 1946-50, the In- 
diana State Board of Health laboratory per- 
formed 35,683 slide agglutination tests for 
Brucella. Incomplete reaction at 1:40 was 


noted in 1,998 blood specimens, and 838 
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showed complete agglutination at 1:40 or 
higher. Mailed questionnaires sought addi- 
tional information from 884 patients and 
their doctors. The descriptive statistics: 674 
males, age range 2-74, mean 39.2, modes 29, 30, 
40 years; 210 females, age range 6-77, mean 
37.5, modes 24, 26 years; 364 diagnosed acute, 
171 chronic; 87 Brucella abortus, 25 Brucella 
suis, and 12 Brucella melitensis isolations: 
average recorded duration 12.6 months, 9.7 for 
males and 22.3 for females; 24.5 percent with 
recorded duration 12 months or longer, 6.5 
percent with 5 years or more. The probability 
of isolation was directly related to titer being 
0.1 for 1:40 and 0.29 for 1: 1,280 or over. 

Major classes of occupation-contact for 596 
persons were: 456 used raw milk, 81 did not; 
317 butchered or processed meat for home use; 
423 resided on farms or had farm contacts; 
27 were packinghouse workers or commercial 
butchers. 

The most common recorded symptom was 
weakness. The most prominent combination 
of five symptoms was weakness, chills, night 
sweats, headache, and backache. Fever, chills, 
night sweats, and headache were much more 
common in patients with acute brucellosis. 
Females had significantly fewer night sweats 
than males, but more backaches, abdominal 
tenderness, and rheumatism. 

There were more tests, isolations, and diag- 
noses in July—October, with secondary peaks 
in December and March-April. Large num- 
bers of cases were found in areas with large 
swine populations. 

If recorded durations of cases are reliable 
and representative, the prevalence of brucel- 
losis in the United States in 1955 should have 
been over twice the incidence, and, with pres- 
ent trends, prevalence in 1960 will exceed four 


times the incidence. 
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National Health Congress 

The first National Health Congress of Vietnam, 
sponsored by the Ministry of Health, was held in 
April 1956. Each province was represented. More 
than 100 physicians, as many health service person- 
nel, and members of national and_ international 
organizations attended. Leading pharmaceutical 
companies of Vietnam displayed educational exhibits 
of modern drugs. The well-chosen exhibits at- 
tracted the attention of physicians and laymen alike. 
—Harry H. Stace, acting chief, Health and Sanita- 

tion Division, United States Operations Mission, 


Vietnam. 


Pan Brazilian Textbook 

Thirty-one teachers and three sanitary engineers 
have volunteered to contribute 38 chapters to a Pan 
Brazilian textbook on water supply and sewerage, 
and have completed about half of the text. 

The book is being written by Brazilians, for 
Brazilians, to fit Brazilian conditions. Authors 
represent engineering colleges, from the Amazon to 
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Rio Grande do Sul, as well as sanitary engineers in 
government employ. The project will produce a 
textbook in the Portuguese language for engineering 
students, point the way to textbooks in other fields, 
create uniform Brazilian technical standards and 
nomenclature, attract the attention of educators and 
others to the needs of sanitary engineering educa- 
tion, and improve the morale and methods of 
sanitary engineering instructors. 
—E. Ross Jenny, M.D., chief, Health and Sanitation 
Division, United States Operations Mission, Brazil. 


Monuments 

The requirement that all structures built with 
point 4 funds have a permanent identification 
created a problem. Any permanent marker would 
have been too costly for the 1,500 pit privies we had 
helped build. and for the 10,000 more anticipated, at 
an average cost of about $15. 

We discussed the matter with owners of the privies. 
One proud owner suggested that since the privies 
have concrete floor slabs and brick superstructures, 
permanent imprints could be stamped in the floor 
slab or one of the bricks as the parts are made. The 
idea sounded so good that we have had a form of 
the emblem and other necessary materials prepared. 
Each structure will have its permanent marker at 
negligible cost. 

ArTHUR L, DopMEyYER, formerly acting chief. 
Technical Service for Health and Sanitation, 
United States Operations Mission, Jordan. 
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Addressing Machine Used 
In Epidemiological Study 


Joseru W. Coocn, M.D. 


ACHINE records of various types have 

been used in large-scale epidemiological 
studies for many years. The use of addressing 
equipment for this purpose, however, is less 
common. 

At Fort Dix, N. J., an addressing machine 
(A) was used to prepare rosters, file cards, 
and labels, in a large-scale study of the effec- 
tiveness of gamma globulin against acute 
respiratory disease. This technique, efficient 
and accurate, may prove useful in various 
types of epidemiological studies. 

The Fort Dix study, carried out during the 
winter of 1954-55, was designed to determine 
whether gamma globulin had either prophy- 
lactic or therapeutic effect against acute respir- 
atory disease. Participants were divided into 
two groups, one to receive prophylactic gamma 
globulin and the other to receive a control 
substance. Records of hospital admissions for 
respiratory illness were kept for comparison 
of incidence in the two groups. Alternate 
patients were given therapeutic doses of 
gamma globulin, and the others received in- 
jections of another control material. For 
these subgroups, duration of hospital stay was 
used to evaluate gamma globulin effectiveness. 

As plans for the study progressed, the need 
for short cuts to expedite clerical work and 
assure accuracy of records became evident. 
One technique adopted was the use of an ad- 
dressing machine for reproducing data identi- 
fying the participants. An _— addressing 
machine and a graphotype embossing machine 
with various accessories were available, and it 
was planned to cut plates for each individual 
in the study. It was learned, however, that 
address plates were prepared for each Army 
inductee by the reception station at the camp 





Lieutenant Colonel Cooch, in the Medical Corps of 
the U. S. Army, is chief of the health center at Fort 
Dix, N.J. 
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and then destroyed after rosters were made. 
These plates were made available to the re- 
search team. 

The address plates were picked up daily, 
together with copies of orders assigning the 
men to a training company. When plates for 
a full company were available, they were ar- 
ranged at random. The original roster number 
of each plate was effaced and a project number 
of four digits was added. Project numbers 
began with 0001 for the first name in the first 
company and continued in sequence for each 
subsequent company. Each plate then con- 
tained the serviceman’s name, Army service 
number, rank, date of birth, race, and project 
number. 

From these modified plates, appropriate 
rosters, file cards, individual worksheets, and 
adhesive tape labels for blood specimens were 
prepared on the addressing machine. One 
file drawer holds 200 address plates, almost 
enough for a full company of men, and can be 
fed into the machine to run off a roster in 3 or 4 
minutes. The adhesive tape labels were made 
by putting strips of 4-inch adhesive tape on old 
X-ray film and running this through the 
imprinter. 

Three sets of file cards were made. One was 
kept in the dispensary, where dates of sick call 
visits were recorded. A second was kept in 
the hospital admission office, where dates of 
hospita! admissions were recorded. <A third, or 
master file, was maintained in the medical re- 
search office, where dates of inoculation, taking 
of subsequent blood samples, sick call visits, and 
hospitalizations were all recorded. All data 
were recorded on a worksheet for each individ- 
ual in the study. These worksheets were sent 
to the laboratory for addition of laboratory 
findings and then to a consulting statistician for 
completion and discussion of the data. 

Handling of demographic data obtained over 
an extended period of time from a population 
which is fluctuating in size and undergoing 
several complete turnovers is never easy. It is 
especially difficult when much of the infor- 
mation must be compiled by inexperienced per- 
sonnel. Preparation of long rosters may re- 
quire many hours of work, and great care must 
be exercised to avoid mistakes. 

The use of addressing equipment is one 
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method of doing the job with speed and ac- 
curacy. A roster for 200 people can be pre- 
pared by relatively untrained personnel in less 
than 5 minutes. With small adjustments in the 
machine, rosters ¢an include any or all of the 
data from each plate. 

Preparation of the plates is likewise easy. 
Although plates already cut were used in the 
study described here, we have found in subse- 
quent studies that it is easier to prepare new 
plates than to use the old ones. Persons with 
no previous training can be taught to operate 
the embossing machine with an hour’s instruc- 
tion. They become proficient in a day or two. 

There are definite limitations to the use of 
this type of equipment. If there is a great 
number of subjects, storage of plates poses a 


problem. The number of items that can be 


technical publications 


recorded for each individual and the number 
of variables that can be measured are limited. 
However, a tabbing system will extend the use- 
fulness of the plates. The tabs permit selec- 
tion by the machine of plates with the data 
desired, enabling both counts and_ printed 
rosters to be made in one operation. 

Though addressing equipment is not adapt- 
able to every type of study, it can be used to 
advantage in studies involving references to 
lists, card sorts, label preparation, item dupli- 
cations, and the like for as many as 20,000 


individuals. 


EQUIPMENT REFERENCE 


Addressograph-Multi- 
Babbitt Rd., Cleve- 


machine, 
1200 


(A) Addressograph 
graph Corporation, 


land, Ohio. 


tivities of the Communicable Dis- 
ease Center, Bureau of State Serv- 


ices, Public Health Service. 





The pamphlet shows the extent of 


the communicable disease problem 


Control of Radon and 

Daughters in Uranium 
Mines and Calculations 
on Biologic Effects 


PHS Publication No. 494. 1957. 


By Duncan A, Holaday, David FP. 
Rushing, Richard D, Coleman, Paul 
FF’. Woolrich, Howard L. 
and William F. Bale, 89 pages. 


Kusnetz, 


Through a long-range study, the 
Public Health Service seeks to define 
the effects of uranium mining opera- 
tions on the health of the miners 
leading to the 
healthful work- 


and to derive data 
establishment of a 
ing environment. 
Although no health 
damage has been found among Amer- 


evidence of 


ican miners, the European experience 
points to possible serious health ef- 
fects. As a 
early in the industry’s growth, the 
Public Health Service recommended 
steps to safeguard the health of the 


preventive measure, 


miners, 


666 


bulletin describes 


environmental 


This technical 
the results of the 
study to date, together with the work 
of other investigators, with reference 
to methods of measuring atmospheric 
concentrations of radon and daugh- 
ter products, the establishment of a 
safe working level for radon daugh- 
ter products, and the development of 
effective control measures. 

The material is designed for use 
by the industry and others in eval- 
uating health hazards and in deriv- 
control 


ing economically feasible 


methods. 


The Communicable 
Disease Center 


PHS Publication No. 491, 1957. 


25 pages; illustrated. 


Not an annual report, this picto- 


rial brochure provides an_ easily 


read introduction to the communi- 


cable disease problem and to the ac- 


in the United States. It gives the 
history and mission of the CDC and 
tells how CDC helps to carry out the 
Federal Government’s responsibility 
for communicable disease control 
through epidemic and disaster aid, 
demonstra- 


studies, consultation, 


tions, and training. 
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